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The Author. 


I VIEW OF several excellent articles which have 
appeared from time to time concerning legal 
responsibility, another article is hesitatingly offered. 
It is common knowledge, however, that there has 
been an increase in the number of legal actions 
brought against physicians and surgeons within the 
past few years throughout the country as a whole. 
The increase has been ascribed to various factors 
and an analysis of these causes is well set forth by 
Dr. Louis J. Regan, in the JouRNAL OF THE AMER- 
IcAN MepicaL Association, September 1, 1951. 
A further thought for consideration is suggested 
in a recent publication. It is there stated: “The 
increase may be due partly to the gradual dis- 
appearance of family doctor, traditionally the 
friend and confidant of the patient. The modern 
trend toward impersonal efficiency, while it un- 
doubtedly raises the standards of the profession has 
forced the physician’s attainment to stand largely 
in the light of scientific merit unprotected by the 
armor of friendship.”! It may be worthwhile, 
therefore, to review our legal responsibilities, 
thereby enabling us to take such precautions as will 
deter or prevent legal action from arising. 
Regardless of the merit of his complaint, any 
patient who believes that he has suffered damage 
as the result of his physician’s management of his 
illness may bring legal action against his physician. 
The action is commenced by a writ of summons 
which is served on the physician by the sheriff or 
his deputy. The writ states the day when it will be 
returned to court (called the return day) and very 
briefly states the cause of action. On the return 
day, the writ is filed in court, by the patient’s attor- 
ney, along with a declaration. The declaration con- 
sists of a typewritten sheet or sheets of paper which 
§0 Into more-or-less minute detail setting forth the 
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facts which are alleged to constitute the wrong or 
malpractice and also setting forth the amount of 
money which the patient claims will compensate for 
the damages suffered. The physician’s attorney, at 
this time, will obtain a copy of the declaration from 
the clerk of court and, after study, may either file a 
demurrer or an answer to the declaration. The 
demurrer is a plea which admits all the allegations 
in the declaration. It claims that in spite of the 
admission, the declaration does not state a legal 
cause of action and, therefore, asks that the case 
be dismissed. If the demurrer is not sustained by 
the court, the attorney then formally files a denial 
of the facts set forth in the declaration and may 
further ask that the patient be obliged to furnish 
a bill of particulars. 

The bill of particulars seeks to have set out the 
specific instance or instances or the particular facts 
which are claimed to constitute the wrong or mal- 
practice in question. When the above formalities 
(known as the pleadings) have been satisfactorily 
settled, the case is ready for assignment to a future 
date for trial and when the case goes to trial, it 
usually does so before a judge and a jury. The 
functions of the judge and the jury are distinct. 
The judge’s functions are to see that the trial pro- 
ceeds in accordance with established rules of pro- 
cedure, to make rulings during the course of the 
trial regarding admissibility of evidence, and to 
instruct the jury regarding the law applicable to the 
type of case being tried. 

The judge does not determine the truth of the 
facts presented in evidence. This is the exclusive 
function of the jury. After all the evidence has 
been presented, and following the closing argu- 
ments by the attorneys and the judge’s “charge” or 
instructions in the law of the case, the jury then 
decides whether, on the facts presented in evidence, 
the plaintiff has sustained his allegations. If, in the 
opinion of the jury he has, then a verdict is found 
for the plaintiff. Otherwise, for the defendant. 
The point to remember is that the jury determines 
the truth of all questions of fact ; consequently, if 


there is conflicting evidence so that a question of 
continued on next page 
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fact is raised then the case must go to the jury to 
determine which evidence is to be held controlling. 
The findings of the jury are conclusive unless they 
are clearly contrary to the evidence introduced. 


Expert Evidence Necessary 


In general, expert evidence is necessary to sus- 
tain allegations of malpractice. This does not mean, 
however, that the plaintiff must prove his allega- 
tions by witnesses of outstanding repute or ability. 
To qualify as an expert witness in a malpractice 
action it must appear that the witness is familiar 
with the treatment, care and skill of practitioners in 
the locality in question.? There are, however, cer- 
tain cases in which expert testimony is not neces- 
sary. Such cases are said to present facts sufficient 
to allow the case to go to the jury because the doc- 
trine of res ipsa loquitur is applicable, i.e., cases 
where the common knowledge and experience of 
men is extensive enough to permit it to be said that 
the plaintiff's condition would not have existed ex- 
cept for the negligence of the person charged.® This 
doctrine applies in cases where a person is injured 
by some means or instrument which is entirely 
under the control of another person, the use of 
which means or instrument does not ordinarily re- 
sult in injury if the person in control thereof exer- 
cises due care. This doctrine has been held to apply 
in certain cases of diathermy burns, slipping in- 
struments, sponges left in cavities and infections 
resulting from the use of unsterile instruments. 

The doctor’s responsibility may be somewhat fur- 
ther clarified by recalling to mind that the doctor- 
patient relationship is a consensual one—the patient 
agreeing to place himself under the care of the 
physician and the latter agreeing to assume the care 
of the patient. Stemming from the agreement are 
the implications, first, that the physician will, in 
the management of the patient’s case, conduct him- 
self in a prudent manner and, second, that the pa- 
tient will likewise act in a prudent manner in fol- 
lowing the directions of the doctor. The patient’s 
role is relatively passive; if he does as instructed 
and does not abandon the relationship without just 
cause he has fulfilled his obligation. 

The physician, however, has an active role 
throughout and to fulfill his obligation must diag- 
nose, treat, observe the effect of his treatment, 
alter treatment as circumstances demand and carry 
the treatment through to completion or until the re- 
lationship is legally terminated. Throughout his 
course of action, the physician must exercise what 
is known legally as “due care” and failure to exer- 
cise due care with resulting injury to a patient is 
negligence which will give rise to an action for 
malpractice. 

The standard of conduct which must be observed 
has been expressed as follows: 
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A physician and surgeon by taking charge of a case 
impliedly represents that he possesses and the law 
places upon him the duty of sing that reasonable 
degree of learning and skill that is ordinarily possessed 
by physicians and surgeons in the locality where he 
practices and which is ordinarily regarded by those 
conversant with the ——— as necessary to qualify 
him to engage in the business of practicing medicine 
and surgery. Upon consenting to treat a patient, it 
becomes his duty to use reasonable care and diligence 
in the exercise of his skill and the application of his 
learning to accomplish the purpose for which he was 
employed. He is under the further obligation to use 
his best oe omy in exercising his skill and applying 
his knowledge.4 
The courts have gone to great length to define in 
particular cases what constitutes “due care.” Stress 
is laid on the phrase “due care under the circum- 
stances” and, since the circumstances of cases vary 
in an infinite variety of matters, many things must 
be considered in determining whether “due care” 
has been used in a particular case. For example: 
whether a physician is a general practitioner or 
specialist ; whether laboratory and x-ray facilities 
are available and feasible; presence or absence of 
an emergency ; whether consultation is reasonably 
within reach, etc., etc. The law therefore demands 
that the physician conduct himself, in the treatment 
of the case, as a reasonably prudent doctor would 
conduct himself, taking into consideration all the 
circumstances applicable. Whether he acted as a 
reasonably prudent doctor would have acted under 
the circumstances, is a question of fact and as 
shown above questions of fact are decided by the 


jury. 
Malpractice Not Limited to Negligence 


Malpractice, however, is not limited to acts of 
negligence. It may result either through lack of 
skill, or failure to apply the skill one has.® 

While most malpractice actions arise as the re- 
sult of surgical procedures, the internist may like- 
wise be held, especially where drugs have danger- 
ous potentialities. His duty to exercise due care is 
just as necessary as is the duty of the surgeon and 
his instructions should be explicit and should be 
understandable by the average patient. 

It is hardly necessary to repeat that the doctor 
cannot be held as a guarantor of the success of his 
management in the absence of an express contract 
to cure. So long as he possesses average learning 
and skill, and applies his learning and skill as the 
average doctor under the circumstances would rea- 
sonably do, so long as he uses approved methods, 
does not depart therefrom, exercises diligence in 
the conduct of the case, and does not attempt to do 
that for which he is not qualified, he is on safe 
ground, 

The position of the specialist has been stated in 
these words: “One holding himself out as having 
special knowledge and skill in the treatment of a 
particular organ, disease or type of injury, is bound 
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to bring to the discharge of his duty to a patient 
employing him as a specialist, not merely the aver- 
age degree of skill possessed by general practition- 
ers but that special degree of skill and knowledge 
possessed by physicians who devote special atten- 
tion to the treatment of such organ, disease or in- 
jury, regard being had to the state of scientific 
knowledge at the time.” ® 

A review of the reported cases on malpractice 
shows that they are in general based upon the 
following: 1. Operations performed without valid 
consent. 2. Negligence in diagnosis. 3. Negligence 
in management. 4. Abandonment of patient. 
5. Negligence of servants or agents. 


DISCUSSION 
LACK OF VALID CONSENT 


It is legally recognized that the individual in our 
society has the right to be free from any intentional, 
unconsented touching or other violation of his per- 
son. Invasion of this right is a battery for which 
the person violated may recover damages. A person 
may neglect himself, yet if he is legally competent 
no one may forcibly seek to improve his condition 
against his will. If he consents to the improvement 
of his condition, it is necessary to determine the 
broadness of the consent, whether it is freely given 
and whether the patient fully understands what is 
in contemplation when the consent is given. In 
order to give an intelligent consent to any proposi- 
tion, the one consenting must be in possession of 
facts necessary to enable him to make an intelligent 
decision. Where possession of facts is in the hands 
of one party, that party is obliged to inform the 
other in sufficient detail so that the latter may exer- 
cise his independent judgment. 

Where the doctor-patient relationship prevails, 
the patient generally is not in possession of suffi- 
cient facts to enable him to give valid consent unless 
he is informed of the nature of the disease process, 
its probable consequences if left untreated, the gen- 
eral nature of the procedure necessary for adequate 
treatment, the result expected and what alternative 
measures may offer. Where the disease process is 
of such a nature that an unfavorable outcome might 
result, the patient should be advised of this risk. 
If considerations such as emotional instability, 
gravity of the disease or the like would deter a 
reasonable man from making full disclosure to the 
patient, the family of the patient should be in- 
formed. 


1. | iability will result where a patient has ex- 
pressl\ refused to give consent despite the fact that 
the treatment rendered was in his best interest. 
Express refusal of consent will make actionable as 
an assault and battery any intentional treatment or 
operation, 
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In Markart vs. Zeimer 104 N.W. 12 (1905), 
patient consented to an operation for hernia. In the 
course of the operation the surgeon removed the 
right testicle, against an express prohibition, be- 
cause the surgeon decided that its condition war- 
ranted removal. He was held liable. 

2. The patient may likewise, in his consent, de- 
fine limits which may not be exceeded. In Rolater 
vs. Strain, 137 Pac. 96 1913, patient authorized an 
incision for drainage of a toe but on condition that 
no bone be removed. During the course of the 
operation, a sesamoid bone was removed to effect 
better drainage. The patient was held entitled to 
recover damages. 

3. The patient may give unlimited consent for a 
specific procedure, but while the patient is under 
the anesthetic, other conditions are discovered. The 
question then becomes whether the surgeon is 
limited to the specific procedure to which the pa- 
tient consented. 


a. It appears to be quite well settled that if the 
condition discovered constitutes an imminent men- 
ace to life or health the surgeon is not liable if he 
proceeds to correct that condition. In Barnett vs. 
Bachrach, 34 Atlantic (2), 626 (District of Colum- 
bia), the defendant surgeon was called in consulta- 
tion and diagnosed the condition as an’extra-uterine 
pregnancy. At operation, a normal pregnancy was 
found but there was an acute appendix which he re- 
moved. Ina suit to recover payment for his services, 
the claim was resisted on the ground that the appen- 
dix had been removed without the consent of the 
patient and that the operation, having gone further 
than was authorized, constituted an assault. The 
Court said: “We hold the law to be that in the case 
of an emergency a surgeon may lawfully perform, 
and it is his duty to perform, such operation as 
good surgery demands even when it means extend- 
ing the operation further than was originally con- 
templated.” 


b. Where the condition discovered does not con- 
stitute an imminent danger to life or health, the 
courts are not agreed on whether the surgeon may 
escape liability if he exceeds the limits of the con- 
sent given. In Brennan vs. Parsonet, 83 Atlantic 
948, N.J. 1912, patient hired the defendant to op- 
erate for a left recurrent hernia. Under anesthesia, 
a right-sided hernia was discovered and determined 
to be more serious than that on the left. Therefore, 
the surgeon operated on the right side first and did 
not do the left because of the plaintiff’s condition. 
The patient sued for assault and battery. In the 
opinion of the court, because the patient was under 
anesthesia and unconscious, the surgeon by impli- 
cation became his representative and therefore was 
entitled to act in the best interest of the patient and 
since an operation for rupture was done consent 


would be implied. Also in Marshall vs. Currey, 
continued on next page 
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3 Dominion Law Reports 260 Canada 1933, a sur- 
geon removed one of the patient’s testicles during 
an operation for hernia. He was held free of lia- 
bility. 

Compare these cases, however, with Mohr vs. 
Williams 104 N.W. 12 (Minnesota), where the 
surgeon had contemplated and was given consent to 
operate on the patient’s right ear. After the patient 
was under anesthesia, examination showed the left 
ear to be in a worse condition. He operated on the 
left ear. Liability was imposed for exceeding the 
consent given. 

Also in Wells vs. Van Nort, 125 N.E. 910 (Ohio 
1919), patient consented to an appendectomy. 
During the operation the surgeon also performed 
an ovariectomy on the ground that the ovaries were 
diseased. He was held liable for removing them 
without consent. Compare also Franklin against 
Peabody, 228 N.W. 681 Michigan 1930, which was 
a case of an operation on a hand which was septic 
and the deep tendons were found adherent. The 
surgeon decided to ensheath them in fascia lata and 
the patient being under anesthesia he took fascia 
lata from the thigh and ensheathed the tendons of 
the finger. The patient claimed that this resulted in 
a muscle hernia of the thigh and, therefore, brought 
suit and obtained a ten-thousand dollar verdict. In 
its decision, the court held that there being no emer- 
gency, no imminent danger to life or health, the 
operation on the thigh constituted an assault. In 
Paulson vs. Gundersen, 260 N.W. 448, 1935, 
Minnesota, patient contemplated and consented to 
a simple mastoidectomy. During the course of the 
surgery, it was found that a radical mastoidectomy 
was indicated. Liability was imposed and damages 
assessed on the ground that consent was not given 
for a radical mastoidectomy. 

It will be seen, therefore, that in those cases 
where an operation has been extended or modified 
beyond the limits given by the patient’s assent, the 
courts are agreed that if the condition which neces- 
sitates the extension or modification of the opera- 
tion is one which constitutes an imminent threat to 
the patient’s life or health, it is considered an emer- 
gency and the patient being under anesthesia, and 
unconscious, the surgeon is justified in going ahead 
and doing what good surgery demands. Where the 
condition, however, is not an emergency the courts, 
in their holdings are not agreed. As shown above, 
some courts strictly limit the surgeon’s choice of 
action to that to which the patient specifically con- 
sented. Others have taken a more liberal view and 
when the departure is in the patient’s interest and 
there is no claim of unskillfulness, the surgeon has 
been protected and held not liable. 

Where, in addition to the consented operation, 
another operation has been performed, liability has 
been imposed. The broad consent form signed by the 
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patient on admission to the hospital does not offer 
sufficient protection where prophylactic surgery js 
done. This broad consent form was attacked in 
Valdez vs. Percy, 96 Pacific Sec. 142, California, 
Here, the agreement signed by the patient in which 
he consented to any and all medical and surgical 
treatments deemed advisable was held not to con- 
stitute a consent to perform operations other than 
the one for which the operating surgeon was en- 
gaged. Patient engaged defendant surgeon for an 
operation on a septum. The surgeon also took out 
the patient’s tonsils. In this case, liability was 
imposed. 


Written Consent Important 

It would appear that routine appendectomies or 
other procedures which are done prophylactically 
in the course of an operation should likewise be 
consented to in advance. It is suggested that the 
surgeon would do well to obtain written consent 
stating that “if, during the course of operation, 
conditions are found which in the surgeon’s judg- 
ment indicate extension or modification of the op- 
eration and/or prophylactic removal of organs or 
tissue, in the patient’s best interest, such surgical 
measures are consented to.” 

Although good judgment would indicate that 
written consent or oral consent, at least, be obtained 
before any surgery is undertaken, circumstances 
surrounding certain cases may be such that consent 
will be implied. The rule is expressed in Restate- 
ment of The Law, Torts—1934, Sec. 50 (2) as 
follows: ‘““An apparent assent is given by words or 
conduct which while not intended to express a will- 
ingness to submit to the invasion, would be under- 
stood by a reasonable man to be so intended and are 
so understood by the person invading the interest.” 

The patient’s conduct, therefore, may, on occa- 
sion, justify the surgeon in going ahead. In Di- 
Cenzo vs. Berg, 16 Atlantic 2nd. 15 (Pa.), the 
patient testified that the surgeon had told him an 
operation must be had on his shoulder to remove 
a “chip of bone,” but the patient also knew that his 
neck was to be involved in the operation. It was 
proved that he said: “O.K. doctor, don’t go too 
much up in the neck.” The court held that the cir- 
cumstances permitted the surgeon to believe that 
the patient had assented to such operation as ap- 
proved surgery considered necessary, though this 
necessitated involvement of the neck. 

We now come to a class of cases in which the 
person operated on is under a legal disability and 
cannot give valid consent. These cases deal with 
operations upon minors and those of unsound mind. 
Inthe absence of an emergency, constituting a threat 
to life or health, operations upon children of tender 
years have rendered the operating surgeons liable. 
In Moss vs. Richworth, 222 S.W. 225 Texas, an 
11-year-old child was taken to the doctor by an adult 
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sister. The sister consented to an adenoidectomy. 
The child died. The parents sued the operating 
surgeon and he was held liable because he had not 
obtained the consent of the parents. 

In Bonner vs. Moran, 126 F (2d) 121, the plain- 
tiff, a fifteen-year-old boy, volunteered to give skin 
for his cousin. No consent was obtained from his 
parent. In reversing a decision for the defendant 
physician the court said “A surgeon has no legal 
right to operate on a child without the consent of 
his parent or guardian. There are exceptions to 
the rule. One of them is in cases of emergency, 
when obviously an operation is necessary. Others, 
perhaps in cases where the child has been emanci- 
pated or where the parents are so remote as to make 
impracticable the obtaining of their consent in time 
to accomplish proper results.” 

A different view has been taken where the pa- 
tient, although still a minor, has reached an age 
sufficient to enable him to weigh the dangers in- 
volved. In Sullivan vs. Montgomery, 279, N.Y.S. 
575, a 20-year-old boy was anesthetized and an in- 
jured ankle was set and a cast applied. Suit was 
brought by the father, for an assault, because the 
surgeon did not obtain consent to treat the boy. 
The court, in its opinion, stated that in conditions 
where suffering may be alleviated, it is the physi- 
cian’s duty to do that which the occasion demands. 
Force of the opinion, however, is weakened some- 
what in that the court also considered this to be an 
emergency situation. 

The next class of cases are those in which there 
is an obvious emergency and the situation is such 
that to obtain the parent’s consent would be im- 
practicable. In Luka vs. Lowrie, 136 N.W. 1106, 
Michigan, a 15-year-old boy had his foot crushed 
in a railroad accident. There was a consultation 
among five surgeons who agreed that amputation 
was necessary to save life. The parent’s consent 
could not be obtained because of distance and the 
press of time. Later the surgeon was sued on the 
ground that no consent had been given by the par- 
ents. It was held that there was no liability, the 
court saying “‘to hold that a surgeon must wait until 
he may be able to secure consent of the parents 
(inan emergency ) would result in the loss of many 
lives.” Also in Jackovach vs. Yocom, 237 N.W. 
444, « 17-year-old boy fell from a freight train. 
The defendant surgeon amputated his arm. He was 
held not liable, although no consent was obtained, 
because of an emergency which threatened the life 
or health of the patient. 

As in the case of minors, operations upon per- 
sons of unsound mind are illegal unless consent has 
been obtained from the guardian. Evaluation of a 
patient's mental status is necessary at all times and 
elective surgery should be undertaken only after a 
thorough investigation in cases of doubt. 


Consent obtained by fraud, misrepresentation or 
concealment of facts is invalid and the patient oper- 
ated on may recover damages in an action for as- 
sault and battery, or, in an action for deceit. Illus- 
trative of consent obtained by fraud is Hobbs vs. 
Kizer, 236 Federal 681, 1916, where patient was 
the mistress of the surgeon and had become preg- 
nant by him. He told her that she was mistaken as 
to the pregnancy but that she did have a vaginal 
abscess which should be operated. He operated but 
only to produce an abortion. Patient recovered 
judgment. Consent invalidated by misrepresenta- 
tion is discussed in State vs. Housekeeper, 16 At- 
lantic . . . 1889, here the court instructed the jury 
“if the patient had a tumor in her breast and upon 
being told by the defendant surgeon that it could 
be removed by a very simple operation which would 
take only a few minutes and from which she 
would recover in a few days and relying on such 
representation she consented to the operation but 
that without further or other consent, the defend- 
ant cut off her breast in consequence of which she 
died, the physician is liable.” 

Consent obtained where there has been conceal- 
ment of fact is invalid as decided in Pratt against 
Davis, 79 N.E. 562, (1906), here the patient was 
epileptic. The physician found some minor disease 
of the cervix uteri and represented to the patient 
that clearing up this condition would help the epi- 
lepsy. The patient and her husband consented to 
the minor operation but under anesthesia he per- 
formed a hysterectomy. She sued on the ground 
that there was invalid consent. The surgeon was 
held liable. 

Consent obtained under duress is invalid. In 
Meek vs. City of Loveland, 85 Colorado, 346, it was 
held that a physician was liable for malpractice in 
amputating the leg of one who was forcibly taken 
to a County Hospital by city authorities, against 
the objection of himself and his mother who wished 
the operation performed elsewhere. 


SUMMARY 


Consent obtained must be valid and must not be 
exceeded. To render a consent valid, a full dis- 
closure of essential facts relating to proposed treat- 
ment must be made, and fraud, misrepresentation, 
coercion or concealment of essential facts will ren- 
der any consent obtained invalid. If the patient is 
a minor, or insane, consent must be obtained from 
the guardian unless there is an emergency situation 
where the patient’s life or health will be endangered 
if treatment is unduly delayed. In all elective sur- 
gery upon minors, the consent of the parent should 
be obtained although if a minor is married, or is 
mature and earning his own livelihood and retain- 
ing his earnings this minor’s consent will be suffi- 


cient on the ground that the minor has been emanci- 
concluded on page 264 
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BILATERAL FEMORAL CAPITAL EPIPHYSEOLYSIS 


Report of an Unusual Case 


STANLEY SIMON, M.D., F.A.A.O.S. 


The Author. Stanley Simon, M.D., F.A.A.0.S., of 
Providence, R. I. Attending Orthopedic Surgeon, 
Miriam Hospital; Assistant Surgeon, Orthopedic 
and Fracture Service, Memorial Hospital, Pawtucket ; 
Orthopedic Consultant, Veterans Administration 
Hospital, Providence. 


N Novemser, 1950, an 18-year-old white male 
was seen in the Orthopedic Clinic of the Memo- 
rial Hospital, Pawtucket, Rhode Island, with a 
complaint of pain and inability to bear weight on 
the right lower extremity. He stated he had in- 
jured his right hip when he tripped over a base 
while playing baseball in August, 1950. He had 
had immediate pain which necessitated complete 
bedrest for almost one week. He then became am- 
bulatory, but continued to have pain and disability 
referable to the right hip. The patient was referred 
by his family physician to the clinic. 


Examination revealed a tall, 18-year-old male 
who walked with an obvious limp referable to the 
right lower extremity. There was marked spasm 
and restriction of motions of the right hip, and 
when flexion was attempted, the leg flexed into the 
external rotation, abduction position. It was noted 
that the boy was blond and he stated that he rarely 
shaved. (Figure 1.) There was also a marked 
sparsity of pubic hair and he had narrow shoulders 
and fairly broad hips. At age eight he stated that he 
had bilateral herniorrhaphies performed. However, 
on consulting the hospital record, it was determined 
that a bilateral Torek operation (for undescended 
testicles ) had been performed. The operative note 
by Dr. H. B. Moor on July 1, 1942 revealed that the 
left testicle was markedly atrophied and that the 
right testicle was nothing but fibrous tissue. 

Examination of the scrotum revealed essentially 
the same findings in 1951. The penis was small 
and infantile. 

X-rays of the right hip and pelvis on November 
14, 1950 (Figure 2) revealed an obvious slipped 
capital femoral epiphysis on the right. It was noted 
that the epiphyseal line of the left hip was still quite 


open. No other abnormalities were noted in this 
hip. 

The patient was admitted to the hospital and 
placed in traction. An attempt was made to reduce 
the slipping of the right hip under general anes- 
thesia on March 2, 1951. The manipulation pro- 
duced no change in the position of the epiphysis 
and the patient was replaced into traction and grad- 
ually made ambulatory with crutches. 

Prior to discharge from the hospital, discussion 
was raised by the author as to whether or not pin- 
ning of the left hip should be performed, as the 
x-rays revealed the epiphysis on the left side to be 
quite patent. The case described by Traymer (Bul- 
letin Hospital for Joint Diseases, April, 1952) was 
quite similar and in this case pinning of both hips 
was performed at an interval of one month. 

The patient was discharged on March 12, 1951, 
ambulatory with crutches. Check-up x-rays re- 
vealed evidence of fusion of the right epiphyseal 
plate by July, 1951. On November 14, 1951, x-rays 
of the pelvis revealed the left epiphyseal plate to be 
open with no evidence of abnormality of the left hip 
(Figure 3). 

The patient was asymptomatic until November 
14, 1952, at which time he returned to the clinic 
complaining of pain in his left hip. Examination 
revealed definite restriction of internal and ex- 
ternal rotation and x-rays (Figure 4) revealed an 
early slipped epiphysis with definite coxa vara de- 
formity on the left side. The epiphyseal line was 
still patent. On January 7, 1953, three Moore pins 
were inserted into the left hip region crossing the 
epiphyseal plate. The postoperative course was 
uneventful and the patient was discharged on Jan- 
uary 16, 1953, ambulatory with crutches. X-rays 
on March 9, 1953, revealed evidence of fusion of 
the left epiphyseal plate (Figure 5). 

The patient has had no complaints referable to 
either hip and has been gainfully employed since. 

A survey of the long bones in July, 1952, had 
revealed the epiphyses to be open at the knees, 
wrists and elbows. Skull plates in March, 1953, 
revealed no abnormalities of the sella turcica, and 


the region of the pituitary gland. 


continued on next two pages 
and concluded on page 261 
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BILATERAL FEMORAL CAPITAL EPIPHYSEOLYSIS 


FIG. 2 and 2A 


Obvious slipped capital femoral epiphysis of right hip. Normal 
appearance on left, but epiphysis still open. 2A Nov. 14, 1950 


FIG. 1 H.S. Age 19. Note spar- 
city of pubic hair, narrow 
shoulders and broad hips. 
Patient rarely shaved. 
Penis is infantile. 


FIG. 3 Nov. 14, 1951. The right capital epiphysis is now closed. Patient is 
asymptomatic. Left epiphysis is still open. 
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FIG. 4 and 4A Nov. 14, 1952. Early slipping of /eft capitellum with definite coxa vara deformity. 


FIG. 5 and 5A March 9, 1953. Fusion of epiphyseal plate of left plate of left hip is now present. 
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1953 OUTBREAK OF POLIOMYELITIS 


IN RHODE ISLAND 


THE 1953 OUTBREAK OF POLIOMYELITIS 
IN RHODE ISLAND* 


STEPHEN F. LEHMAN, M.D. 


The Author. Stephen F. Lehman, M.D., Assistant 
Superintendent, Charles V. Chapin Hospital, Provi- 
dence. 


1 in YEAR 1953 brought with it to the State of 
Rhode Island, an outbreak of poliomyelitis that 
reached epidemic proportions. An epidemic has to 
be considered whenever a mean of one case per 
2,000 population is exceeded. Rhode Island had 
295 cases of poliomyelitis. Eleven cases were 
treated at home. This past year Chapin Hospital 


JULY 
14 


1953 
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admitted 287 cases of poliomyelitis, the highest 
total in the history of the hospital. 

This huge outbreak taxed the capacities of the 
institution, requiring the hospital to request addi- 
tional aid to cope with the necessary detailed, time- 
consuming treatment. It was necessary to procure 
additional nurses which the National Foundation 
for Infantile Paralysis recruited through the Red 
Cross. Under additional equipment, 8 more res- 
pirators were necessary to be added to the 7 that 
the hospital has, for as many as 11 patients were 


being so treated at one time. Spare respirators were 
continued on next page 
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*Presented at a meeting of the Providence Medical Association, at Providence, Rhode Island, on April 5, 1954. 
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needed as emergency standbys in the event of elec- 
trical or mechanical failure. Fortunately, there 
were few of these emergencies and no patient suf- 
fered through failure of machinery. 

Of the 287 cases admitted, 177 were paralytic 
and 110 were non-paralytic. Of the paralytic cases, 
32 were complicated by having bulbar symptoms. 

The first case to be treated arrived at the hospital 
on May 23, 1953. In June, we received two cases. 
In July, as shown in Chart I, we began to notice a 
steady increase, causing July’s total to be 14 cases. 
In August, the upward trend reached 80 cases, but 
in September, the peak total of 106 cases was 
admitted. Then there was a gradual diminution 
until December 29th when the last case of 1953 was 
admitted. No tracheotomies were necessary this 
year, 


Sex and Mortality: As shown in Chart IT, of the 
287 cases admitted, 174 or 60.6% were male while 
113 or 39.4% were female. Unfortunately 15 
deaths resulted with a mortality of 5.2%. There 
were 12 male deaths and 3 female deaths, giving 
a male mortality of 6.8% and a female mortality 
figure of 2.6%. 


AGE DISTRIBUTION < POLIO 
1953 


TOTAL NUMBER OF CASES 


‘OF POLIO 287 

174-6062 
FEMALE 113-3842 
DEATHS 15-52% 
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FEMALE DEATHS-3- 2.6% 


Number of Cases 


Chart II 


Marked respiratory distress caused 21 patients to 
be placed in tank type respirators. Of these, all 
but two at the present time have been weaned from 
the “lung” completely and these two youngsters 
have been out of the respirators a major portion of 
the day. 

Had we had occasion to discuss poliomyelitis 


“MALE DEATHS - 12- 6.82. 
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statistics in 1949 and 1950, we would have noted, 
along with other groups, that poliomyelitis was 
beginning to attack an older age group with a higher 
mortality and perhaps the term “infantile paraly- 
sis’ should be discarded. Chart III shows this 


trend. 
In the 1952 outbreak of 110 cases, 22 were above 
the age of 13 with 4 deaths or 13.6% mortality. 


AGE DISTRIBUTION 
1931 1953 
57% 47% 37% 22% 22% 46% 52% 
84% 46% 40% 75% 75% 
16% 21% 29% 54%| 60% 25% % 25% 
5% 7% 21% 34% 12% 


Chart III 


This past year, 56 cases were above the age of 
13 years with 8 deaths or 14.3% mortality. 1952 
saw 88 cases under the age of 13 years with 3 deaths 
or 3.4% mortality. This past year saw 231 cases 
under the age of 13 years with 7 deaths or 3% 
mortality. Seventy-five per cent of the cases were 
under the age of 10 years and 52% of the total 
number was under the age of five years. These 
percentages are interesting in the light of the pro- 
posed program of vaccination procedures of cer- 
tain grades of primary schools. 

Poliomyelitis occurred in family groups in the 
past outbreak. Twenty-one of the cases saw 26 
family members being admitted with a similar 
diagnosis of poliomyelitis. Six of the duplicate 
cases were admitted on the same day while the 
others varied up to 21 days following the admission 
of the first family member. Gamma globulin had 
been given as protection to all family contacts, but 
in most cases, the protection did not have ample 
time to demonstrate its influence. Two cases were 
given the protective dose of globulin but, in spite 
of it, developed symptoms of poliomyelitis two 
weeks later and were admitted for treatment. These 
have to be considered failures of globulin. 

As other investigators have shown, the spinal 
fluid findings have little diagnostic value in deter- 
mining prognosis. Cell counts in our epidemic 
varied from 10 to 1200 cells and protein from 
20 mg.% to 349 mg.%. The larger group had cell 
counts ranging from 100-200 cells and a protein 
of about 50 mg.%. 

Much controversy exists concerning the advis- 

ability of giving inoculations or performing minor 
surgery, particularly of the nose and throat, during 
or immediately preceding the poliomyelitis season. 
Exponents of the side believing such procedures 
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should be postponed, have as basis for their belief 
that trauma has a predisposing effect to aid the 
virus of poliomyelitis to establish itself in tissue. 

Careful history examination disclosed the fol- 
lowing: within one month, three cases were ad- 
mitted with history of a T&A within 4 weeks of 
admission for poliomyelitis. One case had bulbar 
symptoms and died within 58 hours. One child who 
was vaccinated on the left arm within one month 
of admission, entered with a paralytic poliomyelitis 
with the left arm more severely involved. Another 
child entered with recent history of surgery for 
right inguinal hernia and hydrocele. He entered 
with flaccidity of both lower limbs and on discharge 
was partially paralyzed, more so on the right side. 
Another child who developed mumps three weeks 
before admission for poliomyelitis, developed signs 
and symptoms of bulbar poliomyelitis. Still an- 
other had history of chicken pox three weeks prior 
to admission and developed a generalized weakness 
of all extremities. 

There was a history of teeth extraction in some 
cases admitted. One youngster entered with a 
spinal type of poliomyelitis with paralysis of the 
upper extremities. The other patient, an 18- 
year-old boy, had 3 teeth extracted three weeks 
prior to admission when he was admitted with 
bulbar poliomyelitis and expired within 48 hours. 
One woman entered with history of being 5 months 
pregnant. She developed a paralytic type of polio- 
myelitis with extensive paralysis of all extremities 
and trunk muscles. One 33-year-old patient had 
been in an airplane accident in 1943 with 22 sep- 
arate injuries and remained with epileptic seizures. 
He developed a spinal type of poliomyelitis and 
died within 6 days. 

The disease did not limit itself to any one district 
either in Providence or Rhode Island. Providence 
had 115 cases. The breakdown of cases for Provi- 
dence is as follows: 


18 Silver Lake ... 5 
1 Smith Hill ...... . 6 
Pederal Hill) 5 So. Providence 
Washington Park .......... 2 


Rhode Island’s case distribution was similar to 
its capital city, also widely spread. 


Cumberland 
Barrington .. East Greenwich ............... 
Bradford... East Providence 
Bristol 


Exeter ....... 
Greenville ...... 
Greenwood ... 


Centredale ....... 
Central Falls . 
Conimicut 
Coventry: 
Cranston 


5 
4 
1 
5 Bsnione 
1 
6 
1 
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1 Pawtucket ... 

Lakewood ..... Peacedale ...... 

Lincoln .......... Providence . 

Lonsdale ... Riverside ...... 3 
Manville ....... . 4 Rumford ......... 2 
Narragansett ... Spragueville 1 
Newport . 14 Valley Falls 6 
No. Barrington ... Warren ............ . 4 
No. Providence ... Warwick... 5 
No. Scituate ............ Westerly .............. 2 
No. Smithfield . West Warwick 
NOrwo0 1 Wo 0nsocKet 11 


This past year, a new hydrotherapy unit was 
installed at Charles V. Chapin Hospital. This facil- 
itated a more active physiotherapy program for the 
acutely ill patients. As soon as the temperature of 
the patient reached normal limits and his condition 
allowed it, he was started on active therapy. The 
results obtained were gratifying and perhaps less 
permanent paralysis will remain with the patients. 

When the patient’s progress permitted, he was 
discharged and allowed to choose a hospital for 
which to go for continued physiotherapy. At these 
hospitals, the patients are presently receiving in- 
tensive physiotherapy according to their needs as 
determined by the orthopedic clinics of the various 
institutions. 


The author is indebted to Mr. Lawrence J. Basile, Chapin 
Fellow, for his valuable aid in statistical research. 


BILATERAL FEMORAL CAPITAL EPIPHYSEOLYSIS 
concluded from page 256 


It was felt that the hormonal disturbance which 
was the basis of the delayed epiphyseal closure in 
this individual, was the testicular insufficiency. 


SUMMARY 


An unusual case of bilateral slipped capital 
femoral epiphyses in a 19-year-old male is pre- 
sented, there being an interval of two years between 
onset of slipping of the right and left capital epi- 
physes. 


REFERENCES 
1Traymer, Alvyn W.: Bull. H.J.D. XIII-1, April, 1952. 
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THE REINSURANCE PROPOSAL 


| es SINCE the National Administration pro- 
jected the idea of a reinsurance proposal to 
assist in the extension of voluntary insurance pro- 
grams, the nation at large has been trying to figure 
out just how such a plan would work. The best 
evidence submitted to date indicates that it may be 
a good idea, and something to endorse in principle, 
but it is either unworkable or unnecessary, depend- 
ing upon your point of view. 

Here are some of the various views: 

Dr. David B. Allman, trustee of the AMA, 
speaking to the committee holding hearings on the 
bill: 


... the American Medical Association is in complete 
accord with the principal purpose of the bill, which is 
to promote the best possible medical care on reasonable 
terms. ... The Association, however, seriously doubts 
whether the mechanism suggested . . . is essential and 
whether it will, in fact, accomplish the desired results. 
. . . In addition, the measure as drawn would place 
extensive regulatory power in the Secretary of the De- 
partment of Health, Education and Welfare. The con- 
centration and delegation of such potential power and 
control over a vital branch of American industry in 
a department of the Executive Branch of the govern- 
ment without clear and convincing evidence of need is 
extremely difficult to justify. 


Dr. Paul Magnuson, chairman of the 1952 Tru- 
man Health Commission, expressed somewhat 
equal concern about the potential usefulness of the 


reinsurance idea when he appeared before the 
House Interstate and Foreign Commerce Commit- 
tee. Doctor Magnuson made two major points in 
his presentation at the hearing; 1) that the plan is 
not specific enough and would result in a mass of 
fine print in contracts when the administrators at- 
tempted to interpret Congressional intentions ; and 
2), the question of indigent or the medically in- 
digent should be left to the judgment of the local 
community. 

The Blue Cross and Blue Shield national com- 
missions split in their views. The former feel 
unanimously that the program of reinsurance is a 
step in the right direction to facilitate exploratory 
measures in particular areas of the American pop- 
ulation, and their statement included this comment: 

Although Blue Cross Plans now protect 43 million 
people in the United States who have voluntarily en- 
rolled in their prepayment Plans for hospital care, it is 
the feeling of the Plans that the reinsurance bill will 
afford the opportunity for even greater expansion of 
coverage. 

The Blue Shield Commission, apparently more 
concerned about the federal control that would go 
along with the $25 million self-sustaining fund to 
be provided by the federal treasury to reinsure 
voluntary prepayment programs, had this to say : 
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... The Plans recognize and appreciate the sincere 
intent of President Eisenhower’s administration to 
make adequate health coverage available to more peo- 

le by ‘encouraging and stimulating the expansion of 

voluntary health programs’ . . . and has come to the 
conclusion that it may well be unnecessary with respect 
to Blue Shield Plans for the following reasons: 1) Blue 
Shield Plans . . . have demonstrated their ability to 
stand on their own feet financially; 2) ... Blue Shield 
Plans have been underwritten and hence, in fact, re- 
insured by the physicians who sponsor them. Cus- 
tomarily there is either a written or implied agreement 
that sponsoring physicians will accept a pro rata reduc- 
tion in fees .. . should it become necessary for them to 
do so.... 3)... At present Blue Shield Plans have 
an enrollment of over 29 million people. Having come 
through the early critical period there is no reason to 
expect that they will now need to rely upon anything 
other than their own proven resources as they continue 
to expand their operations in accordance with the rea- 
sonable expectations of the public. 

When the reinsurance proposal was launched the 
press of the country did much to confuse the issue, 
and gave the impression that additional funds were 
thereby to be available to pay for medical care and 
to reduce the cost of insurance. The truth of these 
matters was excellently set forth by Mr. John 
Miller, speaking to the Congressional committee on 
behalf of three health and accident insurance asso- 
ciations with over 300 member companies, when 
he stated : 

Reinsurance, therefore, does not provide a means of 
making insurable what would otherwise an un- 
insurable risk. It does not add to the aggregate re- 
sources of the insurers. It does not help to sell insur- 
ance nor does it reduce the cost of insurance. If our 
citizens are not to labor under a misunderstanding, it is 
essential for them to realize that reinsurance is not a 
panacea, and that it does not provide additional funds 
to finance the cost of medical care. As has been made 
clear in this presentation of the program, voluntary 
insurance cannot relieve the community of the burden 
of providing medical care to the indigent, nor is it 
helpful to those who presently cannot qualify for it, 
and reinsurance does not enhance the power of insur- 
ance in these areas. ... 

In view of these opinions based on the principle 
of the proposal and not with its financial soundness 
or otherwise, it is difficult to understand the Blue 
Cross Commission endorsement without reserva- 
tion, especially in view of the terms of Section 303 
of Title III. Under this provision the Secretary of 
the Department of Health, Education and Welfare 
would prescribe such terms and conditions govern- 
ing the approval for reinsurance of health service 
prepayment plans as he believes will best promote 
the purposes of the bill, including, but not limited to 

1) kinds and types of plans to be eligible, 

2) minimum ranges of health conditions to be 

covered, 

) minimum provision as to the kind, quantity 
and duration of health services to be covered 
or provided under the plan, ; 

) deductible amounts and maximum liability 
amounts, 

Waiting periods, 
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provisions relative to policyholders bearing a 
proportion of the cost, 


costs where services are provided by the 
carrier, 


duration, cancelability and renewability of 
policies, and 


other provisions which will promote the pur- 
poses of the bill. 


THE QUICK AND THE DEAD 


It certainly is not the province of the medical 
profession to regulate automobile traffic. Never- 
theless, this traffic has such lethal and crippling 
effects, making it easily one of the most serious 
diseases in modern life, that we must perforce take 
interest in it. Even with a perfect society there 
would be some accidents and deaths. If all people 
on the highways were ladies and gentlemen there 
would certainly be a minimum of disastrous results. 
But those are conditions contrary to fact. Society 
is a long way from perfect. There is, to state it 
mildly, a large percentage who are not ladies and 
gentlemen so we have to start from scratch. 

It is still our firm impression that speed is the 
one great noxious element that theoretically could 
be handled. An incident reported in the papers 
only a few nights ago demonstrated a fallacy in the 
modern idea of traffic regulation. Presumably traf- 
fic lights have been put in at enormous expense, 
largely on the theory that they are safety devices. 
This is not necessarily so. In fact, they give a false 
sense of security that often leads to accidents. 

All the testimony we have heard about this recent 
accident was to the effect that the elderly woman 
started across the street when she had a green light, 
which, she supposed, meant safety for her. The 
testimony also was that the driver of the car which 
hit her went through a green light, as was pre- 
sumably his right. There is the weakness. We have 
been many times scared as we started off, as this old 
lady did, to find that we were suddenly in front of 
traffic with the right to advance upon us. 

The “smart” drivers, halted by a red light, often 
do not wait for the green light to flash; they are 
watching the light on the opposite street, and the 
yellow signal is their cue for starting quickly. The 
driver coming down the cross street at the consider- 
able speed which is necessary to keep up with stag- 
gered traffic lights on some thoroughfares, sees the 
yellow light flash on at him and accelerates that he 
may possibly get his front bumper across the inter- 
section before the red flashes against him. We all 
know that on many occasions he continues when 
the red is flashed some ten or fifteen feet, at least, 
before he arrives there. This combination of the 


man on one street starting with a yellow and the 
continued on next page 
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man on the other street accelerating with the yellow 
results in a lot of broken glass which we see so 
often on the pavement. It is our belief that the 
speed allowed on the city streets is too great and 
that pedestrians should never be put in the awkward 
position of starting across on the green and finding 
themselves in a split second in the red and in front 
of traffic with the right of way. 


MEDICAL PRACTICE AND LEGAL 
LIABILITY 


The increase in the number of legal actions 
brought against physicians and surgeons within the 
past few years throughout the country has precipi- 
tated reviews of the legal responsibilities of physi- 
cians. The RHopr MepicaL JOURNAL is 
pleased to publish this month the first of several 
articles relating to the entire problem that have 
been written by Doctor William H. Foley of 
Providence. 

We are fortunate in having a writer in our midst 
with the professional training and experience of 
Doctor Foley. A graduate of Harvard Law School, 
he practiced before the bar of Rhode Island for 
several years before turning to a career in medicine. 
Nine years after completing his law school training 
he had also won the degree of doctor of medicine. 
His interest in medical-legal matters is keen, as is 
evidenced by his service for years as secretary- 
treasurer of the Rhode Island Medico-Legal Soci- 
ety, and as chairman of our Society’s committee on 
public laws. 

His presentation in this issue which features 
problems involving operations performed without 
valid consent should be read by every physician. 
Only by a clear knowledge of our legal obligations 
and responsibilities will we be able to take precau- 
tions that will prevent or deter legal action from 
arising. We are indebted to Doctor Foley for his 
exhaustive review of medical practice and legal 
liability which we plan to publish over the span of 
the next three months. 


MORE STUDENTS, LESS APPLICANTS 


Although the largest freshman enrollment in 
medical schools, approximately 7,500, is anticipated 
for this Fall, yet the number of applicants for 
admission to schools has decreased again, for the 
fourth consecutive year, according to a writer in a 
recent issue of the JouRNAL oF MepicaL Epvuca- 
TION. 

The GI education bill is undoubtedly the answer 
to the drop in applications, as the freshman class 
for the current year had two thousand less than the 
year previous, and almost ten thousand fewer in- 
dividuals are making application now than did in 
1949-50 when the GI bill was in full force. Ap- 
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parently when Uncle Sam was willing to pay the 
costs many college graduates completing a tour of 
military duty sought entrance to medical schools, 
in many instances without sufficient preprofessional 
training for the long grind. Unfortunately this 
surge of applicants gave rise to the theory that our 
schools were woefully inadequate to cope with the 
demands for medical education, and thus did the 
social planners raise the cry for federal subsidies 
for new schools. 

The average applicant apparently still applies for 
admission at several schools, but according to the 
study fewer students are willing to continue to 
apply after having once failed to gain an accep- 
tance. Thus, figures show that 23 per cent of this 
year’s applicants had sought admission a year ago 
and were repeating, while the comparable figures 
for the preceding year was 31 per cent. 


MEDICAL PRACTICE AND LEGAL LIABILITY 

concluded from page 255 
pated and is no longer under the parent’s control. If 
the patient expressly prohibits operation, proceed- 
ing therewith is an invasion of the patient’s right of 
personality and an actionable assault and battery 
arises. Where a patient has given a limited consent, 
the surgeon must confine his surgery within the 
limits consented to, unless a situation presents it- 
self which is dangerous to the. patient’s life or 
health. The consent form, which is usually signed 
upon the patient’s admission to the hospital, may be 
held to authorize only the specific operation which 
the patient contemplated. It would appear, then, a 
wise procedure to obtain the patient’s consent, in 
writing, for the specific surgery decided upon and 
also to have the patient assent to such modification 
or extension of the surgery as in the judgment of 
the operating surgeon will be to the patient’s bene- 
fit. Consent obtained for one operation does not 
necessarily carry over so that a second operation 
may be performed where for some reason a second 
operation becomes indicated. Separate consent 
should be obtained for each procedure which has 
to be done. 


REFERENCES 
1Hayt, Hayt & Groeschel—The Law of Hospital, Physi- 
cian & Patient. 
2Quinley v. Cocke 192 S.W. (2d) 992, Tenn. 1946. 
%Semerjian v. Stetson 187 N.E.—29 (Mass.). 
4Pike v. Honsinger 155 N.Y. 211. 
570 C.J. Sec. 945. 
670 C.J. Sec. 949. 


In the JUNE issue Doctor Foley will discuss liability 


for mistakes in diagnosis. 
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PRESIDENT’S MESSAGE 


M* I convey to you my sincere gratitude for 
the honor that you have conferred upon me. 
Such an honor bespeaks your trust and confidence 
jor which I am most appreciative. 

After thirty years of faithful attendance and 
participation in the various activities of our Society, 
| realize fully well that the office of president car- 
ries with it grave responsibilities. Were I to accept 
this position without the support of competent com- 
mittees, without the cooperation of well informed 
and experienced members of the Council and House 
of Delegates, and without the services of a most 
capable and efficient executive secretary, I would 
have every reason to assume the office with temerity 
and apprehension. 

The election to the office of president implies that 
the recipient of this honor shall also accept two 
challenges. The first challenge necessarily must 
arouse in the president his concern regarding the 
duty and obligation of protecting and safeguarding 
as a trust, the heritage acquired, as well as the 
prestige and esteem that have been molded since 
1812. Pertaining to heritage, the history of our 
Society is replete with scientific achievements and 
impressive contributions to medical history, med- 
ical science, legislative matters, civic projects and 
public health problems. Furthermore, our heritage 
includes certain physical assets, for we can boast 
with pride that through the noble generosity of our 
predecessors, we are the benefactors and guardians 
of a very impressive building, of a library contain- 
ing close to 40,000 bound volumes and: journals 
available for study, reference and research, and of 
several legally established Trust Funds, the income 
from which is of benefit to all the members of this 
Society. Concerning the prestige and esteem, these 
attainments or attributes reflect the dignity of the 
profession and have been acquired only after cal- 
culated and untiring effort and devotion. Unfor- 
tunately, in these critical times, the entire profession 
Tuns the risk of being evaluated and judged because 
of an occasional and rare individual misdemeanor. 


It is therefore expedient that we constantly be on 
guard to insure that the honorable position of the 
medical profession be preserved in the place of 
honor that it has rightfully held. To guarantee and 
maintain this status, it is imperative that we, as 
physicians, ever and always keep in mind, our alle- 
giance to be men of science, men of duty, men of 
devotion, men of real distinction and men of dis- 
cretion. If medical men conducted themselves in 
keeping with these various attitudes, our prestige 
and esteem would never be jeopardized. 

The second challenge presents certain definite 
essentialities that the president must meet, namely, 
the maintenance of the present existing policies and 
the continuation of a program for improvements 
and attainment of higher ideals. To effect and 
reach these objectives, during my tenure of office I 
propose that our scientific programs and achieve- 
ments be further stimulated; that available and 
competent medical care be our prime interest ; that 
we be especially concerned with our conduct, de- 
portment and welfare; that our entire membership 
be alerted to legislative matters that directly affect 
us ; that greater interest and active participation in 
civic projects and public health problems be en- 
couraged ; that we crusade actively and militantly 
for improvements in public relations ; and finally, 
that our physical assets be augmented. Entitled to 
special mention and consideration is our Physicians 
Service which has attained success beyond all ex- 
pectations. Still in an experimental stage, it must 
be jealously guarded, protected and supervised. 
Furthermore, it should be continuously improved 
in a most unselfish manner and all apparent in- 
equities corrected insofar as such changes conform 
to the statutory requirements and limitations. 

Please be assured that I am counting on your 
support, for it is only with the continued coopera- 
tion of a large segment of devoted members that 
the proposed objectives can be achieved. 


Henri E. M.D., President 


RHODE ISLAND MEDICAL JOURNAL 


JOHN G. WALSH, M.D. 
of Providence, R. I. 
Vice President of the Rhode Island 
Medical Society, 1954-1955 


FRANK B. CUTTS, M.D. 
of Providence, R. I. 
President-Elect of the 
Rhode Island Medical Society, 1954-1955 
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dependable as. DESITIN 


Ingredients: high grade 
Norwegian cod liver oil, 

zinc oxide, magnesium carbonate, 
lime water, emulsifiers qs. 


Pleasantly scented, non-staining, 
washes off readily with water. 
Wide-mouthed 4 ounce bottles. 


OINTMENT 


unusually effective, soothing, 
non-sensitizing with the healing 
action of COD LIVER OIL in 


dermatitis venenata sunburn 


atopic eczema « intertrigo 
pityriasis rosea « insect bites 
industrial dermatitis 


CLEAR-CUT CLINICAL EVIDENCE’? 
demonstrates that DESITIN LOTION is... 
unusually effective —“dermatitis was either 


relieved, improved, or completely resolved” in 
almost every patient using DESITIN LOTION. Itching 
and irritation promptly alleviated. 

truly non-sensitizing —“in no case was there 
a single instance of true skin sensitization despite 
prolonged use.” 


LOTION is “fixotropic”—re- 
maining in homogeneous, free-flowing suspension. 


samples and reprints on request. 


DESITIN CHEMICAL COMPANY 70 Ship St. Providence 2, R. I. 


1. Holland, M. H.: J. Med. Soc. New Jersey 49:469, 1952. 
2. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York St. J. M. 
53:2233, 1953. 
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MEDICAL CARE FOR VETERANS — 
WHAT DO NEW ENGLAND PHYSICIANS THINK?* 


CARL BEARSE, M.D., F.A.C.S. 


The Author. Carl Bearse, M.D., F.A.C.S., of Boston, 
Massachusetts. Editor-in-Chief, Norfolk Medical 


News. 


O' THE 154 V.A. hospitals in the country, July 
21, 1952, 12 (8%) are in New England; six in 
Massachusetts, two in Connecticut, one in Maine, 
one in New Hampshire, one in Vermont and one in 
Rhode Island. And of the 116,986 beds in V.A. 
hospitals, 7,558 (6%) are in New England. Of 
these, 2,341 are for general medical and surgical 
care, 4,057 (almost twice as many) for neuro- 
psychiatric treatment, and 998 for tuberculosis. 
The largest is the neuropsychiatric hospital in Bed- 
ford, Massachusetts, with 1700 beds. The smallest 
is the general hospital in Manchester, New Hamp- 
shire, with 150 beds. 

The largest of the general hospitals is at Jamaica 
Plain in Boston. It has a total of 940 beds; two- 
thirds of the beds are used for general medical and 
surgical patients and one-third for neuropsychiatric 
disorders. One-third of the patients are referred 
from the regional V.A. office, one-third from pri- 
vate physicians, and one-third, in the words of the 
manager, “walked in.” Not all patients who re- 
quest admission or who are referred by physicians 
areaccepted. For the year ending November, 1953, 
9852 patients were admitted ; and almost one-half 
of that number, 4,313, were rejected. The hospital 
is staffed by 76 residents who are paid from $2,400 
to $3,000 a year. There are 35 full-time physicians 
and surgeons (exclusive of administrators ) ; the top 
salary is $12,800, and to each salary classification 
isadded 25% if the physician or surgeon is a diplo- 
mate of a specialty board. (This 25% increase is 
paid even if the duties have nothing to do with the 
specialty.) There are 50 consultants and 25 attend- 
ing physicians and surgeons. Consultants are paid 
$50 a visit ; attending physicians and surgeons, $25. 
None of these can receive more than $6,000 a year. 
The average is $2,000. Up to $144,000 a year can 
be spent for consulting and attending staff. These 
men are not clocked, but usually put in one-half a 
*Presented at a Conference on Veterans Medical Care 

sponsored by the Council on Medical Service of the Amer- 
lean Medical Association and the Council of the New 


England State Medical Societies, at Boston, Massachu- 
setts, March 28, 1954. 


day for their money. All full-time men—residents, 
consulting and attending staff — have to be ap- 
proved by the Deans’ Committee. The hospital has 
250 nurses and 200 attendants—just about what 
they need. There were 18 women patients on the 
day I visited the hospital—former nurses and 
Waacs. No obstetrical cases are admitted. Work- 
men’s Compensation cases are admitted if they ap- 
ply. The hospital is reimbursed by some insurance 
companies ; not by Blue Shield. Bills in the amount 
of $370,000 to $380,000 have been sent to insurance 
companies and but $70,000 (less than 20% ) has 
been collected. Many insurance companies have a 
clause stipulating that they will not pay if the pa- 
tient is hospitalized by V.A. 


Competition for Staff 

The staffing of V.A. hospitals is of concern to all 
our voluntary hospitals. The statement was made 
by Admiral Boone, the chief medical director, that 
V.A. “vacancies are filled by transfers from other 
stations and by new appointments.” But the fact is 
that the V.A. has been competing with voluntary 
hospitals for residents, nurses, dieticians, techni- 
cians and other personnel. In New England the pay 
is better in V.A. hospitals than in voluntary hos- 
pitals. In the voluntary hospital it is the patient 
who has to pay increases in salary, and hospital 
costs are already sky-high. In the same issue of the 


_J.A.M.A. (2/27/54) in which appeared an article 


on the V.A. by Admiral Boone, there was an item 
under “Government Services” calling attention to 
vacancies in various V.A. hospitals and what they 
were offering in salaries. To x-ray technicians it 
was $3,175 to $3,795; voluntary hospitals pay 
$2,340 to $3,000 (a difference up to $835). Med- 
ical technicians are offered $3,175 to $4,205 ; volun- 
tary hospitals pay $2,500 to $3,750 (a difference up 
to $675). Dieticians are offered $3,410 to $5,940; 
voluntary hospitals pay $3,600 to $3,900 a year (a 
difference up to $2,040). Nurses in the lowest 
grade in V.A. hospitals are paid from $3,740 to 
$4,540 as compared to $2,400 to $2,640 for general 
staff duty nurses in voluntary hospitals (a differ- 
ence of $1,340 to $1,900). And the same differen- 
tial holds in the higher grades. Is it any wonder 
that many nurses, technicians and dieticians prefer 
working for the V.A.? 


continued on next page 
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Everybody, of course, agrees that veterans with 
service-connected ailments are deserving of the best 
possible treatment. But should patients in non- 
profit hospitals be penalized with lack of resident 
and nursing care, and the services of technicians 
and dieticians, because of veterans with non- 
service-connected disabilities in the V.A. hospitals ? 
These non-service cases constitute up to 85% of all 
V.A. patients; one-half of them are veterans of 
World War I or earlier periods ; their median age 
is 61 years, 

While we’re on the subject of nurses, you might 
be interested in this gem that appeared in the 
JourNaAL or NursinG for November, 1953. The 
Director of the V.A. Nursing Service wrote: “We 
wish to do everything possible to avoid depleting 
the staff of the local hospitals by giving just con- 
sideration to requests for transfer from nurses’ 
applications from various parts of the country. We 
do not solicit applications locally, and we refrain 
from active recruitment in local areas. However, 
we are obliged to accept applications and to give 
equal consideration io such applicants.” (Italics 
ours.) As to how badly nurses are needed in 
civilian hospitals, a Metropolitan Life Insurance 
Company broadcast (3/8/54) stated that there was 
a shortage of 50,000 nurses. 


Veterans as a Class 


Once a man has been discharged from the armed 
services with no disability related to that service, 
should such a veteran be permitted to go back to 
civilian life on the same basis as others, or should 
he be considered as a special type of citizen for the 
rest of his life? The American Legion believes he 
should. This is what the Legion says (American 
Legion’s Q&A Book): “It has been traditional 
with the American people to look upon their vet- 
erans as a separate group and to make provisions 
for them upon their return from service. . . . It is 
the belief of the American Legion that the veteran 
is a distinct class of citizen. He was called to serve 
the federal government in time of war. It is there- 
fore the belief of the Legion that the cost of caring 
for veterans is a legitimate, if delayed, cost of war.” 
As a result of the government’s generosity, the 
\V.A. medical program is now second in size and 
expense only to Great Britain’s nation-wide system 
of socialized medicine. 

Commenting on the A.M.A.’s recommendations 
that new legislation be enacted limiting medical care 
and hospitalization by the V.A. to veterans with 
service-incurred disabilities, and that the responsi- 
bility for care of veterans with non-service-con- 
nected illnesses revert to the individual and the 
community, the American Legion asks: “Are com- 
munities, counties and states in a position to supply 
such care?” The A.M.A.’s answer : “Following the 
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American tradition, responsibility for medical care 
of those unable to pay rests with the state and local 
governments and the community. Consequently, 
veterans unable to pay for medical care would re- 
ceive treatment at state and local expense, along 
with other citizens in similar circumstances.” The 
average V.A. hospital stay for a patient receiving 
general medical and surgical care is 30 days, com- 
pared to 714 days for a patient with similar dis- 
abilities in a civilian hospital. Should additional 
civilian hospitalization facilities be required, it will 
obviously not have to be on a bed-for-bed basis. In 
civilian hospitals, during a year’s time, each bed is 
utilized to provide care for 35.4 patients compared 
with the V.A.’s turnover of only 7.9 patients. I 
have been told that there are enough beds in the 
voluntary hospitals of this state to care for the 
Massachusetts veterans with non-service-connected 
illnesses requiring general medical and surgical 
care. Moreover, in Massachusetts we have two 
special institutions, one in Chelsea and one in Hol- 
yoke, for the care of veterans who had war-time 
service. The Chelsea hospital has 550 hospital beds 
and 150 dormitory beds ; the Holyoke hospital has 
125 hospital beds and 75 dormitory beds; a grand 
total of 675 hospital beds and 225 dormitory beds. 
The dormitory beds are for those who have no de- 
sire to leave. There is no limit to their length of 
stay. The financial status of eligible veterans is no 


factor in admitting them. Massachusetts, there- 
fore, has made special provision for its veterans 
and this may be true in other states. 


New Application Form 

In the elimination of veterans with non-service- 
connected illnesses who can afford to pay for pri- 
vate care, physicians now can be of assistance to 
their government. Up to very recently, if a veteran 
with a non-service-connected disability told his doc- 
tor he wanted to be referred to a V.A. hospital, his 
doctor either called the hospital or the patient got 
another doctor. Within the past few months, how- 
ever, the V.A. tacked an addendum to the applica- 
tion form. In connection with the financial status 
of an applicant, the original application merely 
asked: “Are you financially able to pay necessary 
expenses of hospital or domiciliary care? Check 
Yes or No.” If the veterans said No, that was all 
there was to it ; no further questions—no investiga- 
tion. But now with this addendum (called Form 
10-P-10), each veteran has to answer such ques- 
tions as: 

(1) What is the total current value of your 
property, both real and personal? Personal prop- 
erty is described as including such items as motor 
vehicles, business fixtures, equipment, etc. 

(2) What is the current amount of your ready 
assets, in the form of cash, bank deposits, savings 
bonds (cash value) ? 
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hypertension 


Raudixin® 


SQUIBB RAUWOLFIA 


More physicians write prescriptions for Raudixin than for all other 
forms of rauwolfia combined. The reasons for this choice are sound: 


e Raudixin contains the standardized whole root of 
Rauwolfia serpentina. There is no definite evidence 

that any alkaloid or fraction has all the beneficial actions 
of the whole crude root. 


e Raudixin lowers blood pressure moderately, gradually, 
stably. It also slows the pulse and has a mild sedative effect. 


e Raudixin is the safe hypotensive agent. It causes no 
dangerous reactions and almost no unpleasant ones. 


e Raudixin is often effective alone in mild to moderate 
hypertension of the labile type. In more severe cases it is 
effectively combined with other hypotensive agents. 


50 and 100 mg. tablets, bottles of 100 


"RAUDIXIN’ 1S A TRADEMARK 
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MEDICAL CARE FOR VETERANS 
continued from page 272 


(3) If you own real property (e.g., a home, a 
lot, etc.) what is the approximate amount of the 
unpaid mortgage or other indebtedness owed 
thereon ? 

(4) What are your average monthly expendi- 
tures, including your mortgage payments, and all 
other personal expenses including your expenses 
for your dependents 7 


(5) What was your average monthly net income 
for the last 6 months from all sources ? 

And below this appear the words, “Warning! 
If you knowingly make a false statement of any 
material fact in or in connection with this adden- 
dum to your application for hospital treatment, you 
are subject to possible forfeiture of veterans’ bene- 
fits and prosecution in a U.S. Court.” While V.A. 
hospitals still have to accept these men on request, 
irrespective of their financial status, this addendum 
should have a salutary effect on veterans who are 
considering “chiseling.” Every physician should 
have a copy of this addendum and if a veteran who 
can afford private care asks to be sent to a V.A. 
hospital for a non-service-connected illness, he 
should be shown this addendum. It may be enough 
to make him prefer a civilian hospital. 


There is seemingly considerable sentiment within 
the medical profession favoring V.A. care for vet- 
erans who cannot afford private care. A pamphlet 
issued by the A.M.A. in June, 1953, lists the results 
- of a poll of state medical societies concerning the 


V.A. problem. Twenty-five societies, including 
Maine, Massachusetts and Vermont, had not re- 
plied at the time this pamphlet went to press. Of 
the twenty-five societies replying, including D.C., 
all endorsed in principle the action taken by the 
A.M.A. House of Delegates, but eight, including 
Connecticut, felt that exceptions should be made 
for veterans financially unable to pay. 

It is obvious that these eight state societies did 
not appreciate the nature of the problem and that 
more education of the medical profession is needed. 
The issues posed by the A.M.A. are: (1) Is vet- 
eran medical legislation sound? (2) Should the 
federal government continue to engage in a gigantic 
medical care program in competition with private 
medical institutions? (3) Is the ever-increasing 
cost of such a program a proper burden to impose 
on the taxpayers of the country ? Whether the vet- 
eran can or cannot afford to pay for private care is 
beside the point. 


New England Opinions 


An accurate reply to the question, “What Do 
New England Physicians Think ?” can only be ob- 
tained by polling all the physicians in New Eng- 
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land. I did the next best thing. I polled my col- 
leagues on the NorroLtk Mepicat News. ‘These 
men constitute a very fair cross section of medical 
opinion in Massachusetts, and I believe, in New 
England. They represent both general practice and 
the various specialties. They reside and practice in 
both large and small communities. All have a very 
high sense of public service. This is what they say: 
(1) From a G.P. in a town of 7,000: 
“T believe that any traffic in the care of non- 
service-connected disabilities . . . is a subtle at- 
tempt to foist socialized medicine on the Amer- 
ican public, and lacks good faith. 
“T believe that the present policies of the V.A. 
are shockingly expensive, are wasteful, are un- 
fairly competitive with the existing systems of 
medicine and can only lead to chaos in the near 
future.” 
(2) From a surgeon and chief-of-staff of a volur- 
tary hospital : 
“It is extremely difficult to cope with the raiding 
of our voluntary hospitals [by V.A.] in draining 
off our nurses and technicians for a pay differen- 
tial. Furthermore, the alleged necessity of main- 
taining a large consulting staff for non-service- 
connected cases has created a class distinction 
among physicians, because the consultation serv- 
ices are controlled by the medical schools who 
appoint only Board-certified physicians. Other 
physicians, in spite of their experience and abil- 
ity, are ‘excluded and become pariahs’ in the eyes 
of their fellow practitioners.” 
(3) Froma G.P. ina residential section of Boston: 


“T believe the non-service-connected cases are 
often treated by the V.A. when they are not 
financially eligible. I believe it is true that pa- 
tients are kept too long in V.A. hospitals. In 
short, I believe that the V.A. medical department 
is no exception to the rule that it is very easy to 
be free with someone else’s money.” 
(4) From an obstetrician : 
“Because the V.A. has grown to tremendous 
proportions, ancillary help has been needed to 
care for the patients they have in their institu- 
tions. With the shortage of professional man- 
power, this has put a drain upon civilian institu- 
tions who are endeavoring to carry out good 
medical care for those who present themselves 
for treatment.” 
(5) From an internist : 
“If the medical and nursing staffs in V.A. hos- 
pitals were diminished, more physicians and 
nurses would be available for practice outside the 
hospitals. It is apparent from the relatively small 
number of patients handled per physician and 
nurse in V.A. hospitals that the care is not ad- 
ministered as economically as in the private prac- 
concluded on page 287 
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For every woman presenting classic menopausal hot flushes, there is another 
who exhibits symptoms which are equally distressing but less clearly defined. For 
example, insomnia, easy fatigability, headaches may also be symptoms of 
declining ovarian function, but frequently are not so recognized because they occur 
long before and even years after menstruation ceases. When such is the case, the 
patient may be expected to respond to estrogen therapy. “Premarin” (com- 
plete equine estrogen-complex) produces not only prompt symptomatic relief but 
also imparts a gratifying “sense of well-being.” It has no odor... 
imparts no odor. “Premarin”® estrogenic substances (water-soluble), also known 
as conjugated estrogens (equine), is supplied in tablet and liquid form. S&S. 


New York, N.Y. 


Montreal, Canada 
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DISTRICT MEDICAL SOCIETY MEETINGS 


PAWTUCKET MEDICAL ASSOCIATION 


Annual Meeting—March 18, 1954 

The annual meeting of the Pawtucket Medical 
Association was held March 18, 1954 at the Paw- 
tucket Memorial Hospital in the Nurses’ Lecture 
Room at 10:00 a.m. 

The following members were present: Drs. F. 
Roland, K. Hennessey, G. McClellan, E. Butler, 
H. Woodcome, A. Gaudet, E. Trainor, H. Turner, 
R. Hayes, J. Chapman, D. Ruggles, R. Riemer, 
I. Lovering, M. Morris, E. Mara, P. Campellone, 
F. Hanley, E. Laurelli, W. Kalcounous, James 
Healy, H. Zolmian, J. Hogan, P. Lapin. 

The minutes of the previous meeting were read 
and accepted. 

The minutes of the previous annual meeting were 
read and accepted. 

A motion by Dr. J. Healey to dispense with a 
reading of the membership list was seconded and 
approved, 


HAROLD W. WOODCOME, M.D., President, 1954 
The Pawtucket Medical Association 


The treasurer’s report was read and accepted. 
In his report, the Treasurer pointed out that some 
of the members had not sent in their $1.00 con- 
tribution to help pay for the sending of telegrams 
protesting the Intern Matching Plan. 

Dr. A. Gaudet moved that these members who 
have not paid the $1.00 as indicated above, should 
have the charge added to their next bill for annual 
dues. Motion seconded and approved. 

The secretary’s report of the meetings of the 
Standing Committee was read and accepted. 

Dr. Zolmian requested that the address of the 
retiring president be omitted. He made several 
very appropriate and valuable suggestions regard- 
ing our meetings which, he noted, were becoming 
quite long and sometimes controversial. He read 
parts from a letter by Mr. Harvey Flint, chairman 
of the State Anti-Pollution Committee, requesting 
that we pass a resolution in support of bills in the 
state legislature strengthening the anti-pollution 
laws. This letter was referred to the Standing 
Committee. 

The proposed slate of officers for 1954 as pre- 
pared by the Nominating Committee was read. 

Dr. Mara moved that the secretary cast one bal- 
lot approving of this slate. Motion seconded by 
Dr. A. Gaudet. Dr. Healey, chairman of Nom- 
inating Committee, called our attention to a letter 
from Dr. G. McClellan stating that he preferred not 
to serve as vice-president. Dr. McClellan spoke 
briefly in explanation of his reasons for withdraw- 
ing from the proposed slate. Dr. Mara then re- 
quested Dr. McClellan to reconsider his decision 
and said that Dr. McClellan was worthy of the 
honor which we wished to give him. After a reply 
from Dr. McClellan, Dr. Mara withdrew his mo- 
tion for blanket approval and Dr. A. Gaudet with- 
drew his support of the motion. 

Dr. A. Gaudet moved that the proposed slate be 
accepted, excluding the office of vice-president by 
having the secretary cast one ballot and that the 
choice of the vice-president be left for separate 
consideration. Motion seconded and carried. 

The proposed slate as listed in the meeting of 
February 19, 1954, was officially elected, the office 
of vice-president excepted. 

Dr. W. Kalcounos nominated Dr. R. Hayes as 


vice-president. Nomination was seconded by Dr. 
continued on page 278 
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Chloral hydrate, used in medicine since 1869, is, even today, 
“the standard hypnotic of its class.’”! 
Goodman and Gilman observe that it “is unfortunately 
neglected today,” and that the present widespread use of the barbiturates 
has “‘. . . caused the physician to lose sight of the fact that 
chloral hydrate is still one of the cheapest and most effective hypnotics.’”? 
In FELLO-SED, supplementation with calcium bromide 
and atropine sulfate largely overcomes unwanted side-actions, 
enhances the sedative effect and provides valuable antispasmodic 
activity. It is presented in palatable liquid form. 


1N.N.R., 1947, p. 398. 
2Goodman, L. € Gilman, A., The Pharmacological Basis of Therapeutics. MacMillan, 1944, pp. 177-8. 
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H. Turner. Dr, A. Gaudet moved that the secre- 


tary cast one ballot electing Dr. Hayes as vice- 
president. The motion was seconded and carried on 


voice vote. 


In the following discussion, Dr. Mara pointed 
out that it is not intended that the vice-president 
automatically become president and this should be 
borne in mind at future elections. 

Dr. H. Turner brought our attention to the fact 
that there is now pending in the legislature, a bill 
to add two members of organized labor to the board 
of directors of Blue Cross-Physicians Service. A 
short discussion followed, almost unanimously dis- 
approving such legislation. 

Dr. Zolmian then relinquished his post as presi- 
dent and Dr. H. Woodcome was escorted to the 
chair, 

Dr. Woodcome, our new president, read his list 
of appointees to committees. These were as fol- 
lows: 

Medical Ethics and Deportment: Drs. James 
Healey, Chairman, Henry Hanley, Henry Turner, 
Kieran Hennessey. 

Policy and Public Relations: Drs. Edwin Lov- 
ering, Chairman, Howard Umstead, Duncan Fer- 
guson, Shavarsh Markarian. 

Program: Drs. Harry Hecker, Chairman, Mar- 
tin Morris, Robert Hayes, Rudolf Jaworski. 

Entertainment: Drs. Adrian Tetreault, Chair- 
man, Eugene Gaudet, Louis Hanna, Reginald 
Boucher, 

Public Health; Gary Paparo. 

Advisor to all Committees: Dr. William Kal- 
counos, 

The application of Dr. Albert Giorgio for active 
membership was read and referred to the Standing 
Committee. 

Dr. H. Turner moved that the annual dues be left 
at $25.00. Seconded and carried on voice vote. 

Meeting adjourned at 10:17 a.m. to be followed 
by the “Annual Party and Ladies’ Night” at the 
Admiral Inn. 


Respectfully submitted, 
Puivip J. Lappin, M.p., Secretary 


Annual Report of the Secretary for 1953-1954 

During the year ending with this meeting, nine 
regular monthly meetings were held. The total 
attendance was 200. 

Eight new members were added to the society. 

Elected to active membership were: Drs. M. 
Morris, D. Johnson, A. Jaworski, J. Hogan. 

Elected to associate membership were Drs. 5- 
Simon, R. Rego, L. Jones, P. Baron. - 
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Dr. D. Chiappinelli was placed on the inactive 
list at his own request ; he is now in Connecticut as 
a resident in radiology. 

During the year two members died; Drs. S. 
Kenny and A. Lamoureux. 

The annual Golf Day was held June 24th at the 
Pawtucket Golf Club. After a very pleasant day, 
the evening meal was arranged in honor of Dr. 
Henry Moor. 

The annual meeting was held March 19, 1953, 
and for the first time in the history of this society, 
doctors’ wives were present. The “Ladies’ Night” 
was highly successful. Our Physicians Orchestra 
turned out to be very talented. The feature attrac- 
tion proved to be the renditions and renderings at 
the piano by the noted pianist of ten lessons, ex- 
pressly imported for this meeting, Dr. Orlando 
0’ Smitho. Fortunately for Maestro O’ Smitho, 
the salad course had been finished. 

Various problems were considered in the past 
year. The more important ones were: (1) how to 
arrange for covering emergency calls, (2) mal- 
practice insurance, (3) the manner in which new 
applications should be handled. 

On the positive side: the society (1) approved 
the actions and principles of the American Associa- 
tion of Physicians and Surgeons and appropriated 
$25.00 to aid their work, (2) refused permission 
for a member to appear on radio or television un- 
less the sponsors first contacted the society, (3) op- 
posed the annual registration of physicians, a bill 
now pending in the legislature of the state, (4) op- 
posed the present intern matching plan as it affects 
the smaller hospitals and so notified the American 
Medical Association by telegraph. 

Respectfully submitted, 
P. J. Lappin, M.v., Secretary 
March 18, 1954 
Meeting of January 21 

The regular monthly business meeting of the 
Pawtucket Medical Association was held in the 
library of the Memorial Hospital, January 21, 
1954, with seventeen members present. 

The minutes of the previous meeting were read 
and accepted. 

Dr. E. Mara commented on a recent meeting of 
the council of the Rhode Island Medical Society 
concerning a suggested procedure for physicians to 
follow in regard to malpractice suits. A detailed 
report is expected later. 

A general discussion as to how the association 
should deal with unethical practices followed. With 
a specific case in mind, the question was raised as 
to whether the Association had any right or power 
to call « non-member physician before the Com- 
mittee on Ethics and Deportment and if so whether 


any form of disciplinary action could be taken. 
continued on next page 
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ERYTHROMYCIN 

the antibiotic of choice 
against resistant 
Gram-positive cocci. . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 

to cover Gram-negative bacteria 
and to potentiate 

the erythromycin... 


Each tablet contains: 

Erythromycin. ..... 100 mg. 
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YOUR BEST SAFEGUARD 


When Buying Accident 
and Health Insurance 


GOOD ADVICE 
SEE US FOR THE BEST 


R. A. Derosier Agency 
32 Custom House Street 
Providence 3, Rhode Island 
GAspee 1-1391 


Wherever you go 
forget your telephone calls 
We'll take them for you, 
day or night. 


MEDICAL BUREAU of the 
Providence Medical Association 
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Dr. Zolmian appointed a nominating committee 
consisting of Drs. James Healey, chairman, K, 
Hennessey and J. Gordon to prepare a slate of 
officers to be elected at the annual meeting in 
March. 

Drs. E. Mara and N. Sonkin both proposed 
that the Association consider setting up its own 
malpractice insurance program. 

Dr. H. Woodcome moved that a committee be 
appointed to investigate this possibility. 

Motion seconded and approved by unanimous 
vote. 

Dr. H. Turner moved that we have a similar 
party in March as we did last year and that the 
attending members be assessed $12.00, to cover the 
cost. Motion seconded by Dr. Kelly and carried on 
unanimous vote. 

Dr. Zolmian announced the Memorial Hospital 
Nurses’ Alumnae Association Dance to be held 
February 6, 1954. 

Dr. Woodcome called our attention to the fact 
that the State Society disapproves of listing by 
specialty in the telephone directory except in cer- 
tain cases in which similar names might cause 
confusion. 

Meeting adjourned at 11:27 a.m. 


Respectfully submitted, 
Puitie J. Lapprn, Secretary 


* 


Meeting of February 19 


The regular monthly meeting of the Pawtucket 
Medical Society was held at the Lindsey Tavern 
February 19, 1954, with 23 members present. 

The minutes of the January meeting were read 
and accepted. 

The following communications were read: (1) A 
letter of gratitude from Dr. E. Gammell for our 
remembrance during his recent illness. (2) Ex- 
cerpts from the records of the meeting of the 
House of Delegates of the Rhode Island Medical 
Society : a) Disapproved of specialty listings in the 
telephone directory. b) The opinion of Dr. E. 
Mara, chairman of the Committee on Social Wel- 
fare, that much work is yet to be done with local 
public welfare directors in the matter of public 
assistance aid for medical care. c) The summary 
report of the executive secretary concerning the 
proposed legislation on the reporting of epilepsy. 
d) The intention of the State Department of Health 
to require annual registration and renewal of li- 
censes for all practitioners of medicine. e) The 
questioning of the objectives of the Association of 
American Physicians and Surgeons by Dr. T. 
Perry, Jr. 

In regard to these matters, Dr. H. Turner stated 
that he had opposed the annual registration of phy- 
sicians in the manner suggested. Dr. Mara ques- 
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tioned the motives of the legislators in proposing 
such legislation. Dr. J. Doll moved that the Paw- 
tucket Medical Association oppose such legislation 
and that the secretary communicate the sentiment 
to the executive secretary of the Rhode Island 
Medical Society and Dr. E. McLaughlin of the 
State Department of Health. Motion seconded by 
Dr. Sprague and carried by unanimous vote. 

A letter from Dr. Fessenden of H.N.W. and R., 
an insurance broker who recently spoke at one of 
our meetings, was read. In effect he withdrew all 
offers to insure for malpractice. 

Following the January meeting, Dr. Sonkin was 
appointed by the president to look into the matter 
of malpractice insurance. Dr. Sonkin obtained a 
copy of the pamphlet governing the group plan 
employed by the New York State Medical Society. 
This was placed on file. A letter from Cote and 
Lowrey Insurance Company, to Dr. Sonkin, indi- 
cating that this company is making proposals to the 
State Medical Society was read. The problem of 
adequate coverage for malpractice and the present 
trend of insurance companies to require “other 
insurance” was discussed at some length. 

The application of Dr. O. Vezza for active mem- 
bership was read and referred to the Standing 
Committee. 

Dr. James Healey, chairman of Nominating 
Committee, reported the proposed slate of officers 


281 


for 1954: President, Harold Woodcome, M.D.; 
Vice President, George McClellan, M.D.; Secre- 
tary, Philip Lappin, M.D.; Treasurer, David 
Ruggles, M.D.; Councillor, Earl Mara, M.D.; 
Standing Committee, John H. Gordon, M.D., 
James Healey, M.D., Kiernan Hennessey, M.D., 
Laurence Senseman, M.D., Hrad Zolmian, M.D.; 
Delegates, Edward Lovering, M.D., Adrien Tet- 
reault, M.D., Henry E. Turner, M.D., Howard 
Umstead, M.D., Francis Hanley, M.D. 

Following a brief discussion of ethics and de- 
portment it was suggested that applications or re- 
applications for membership in this society be 
handled in a different manner. 

Dr. F. Webster moved “that any candidate who 
has once applied and been rejected because of viola- 
tion of the code of ethics of the society, must com- 
ply with the standards of the Pawtucket Medical 
Association for a period of at least one year before 
a second application is considered.” Motion sec- 
onded by Dr. H. Turner and defeated 8 to 6 on a 
show of hands. 

Dr. Mathewson expressed the opinion that the 
Standing Committee as it now functions provides 
the society with enough safeguards against the 
admission of candidates who are not up to standard. 

Dr. Lappin called the attention of the members 
to the seemingly increasing practice of certain drug- 


gists in substituting drugs and medicines, in supply- 
continued on next page 
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ing certain prescription items without a prescrip- 
tion, in diagnosing illnesses and in refilling pre- 
scriptions plainly marked N.R. Drs. Laurelli and 
Hecker agreed with these statements. Dr. Hecker 
pointed out that certain factories in this area pro- 
cure and dispense medicines in competition with 
the drugstores and that some of these medicines 
require a prescription ; thus leading to the question, 
‘How do these factories obtain the medicines ?” 

Dr. Pinault stated that some of these complaints 
arise from the fact that some drugstores employ a 
pharmacist on a part-time basis, the implication 
being that the violations are being made by a non- 
professional man. 

A short film was presented by the Rhode Island 
Cancer Society to demonstrate what is being done 
in Rhode Island to fight cancer. 

Dr. Robert Henry gave a brief review of the 
statistics and trends in the ever-growing problem 
of medical care for veterans. 

The meeting adjourned at 10:35 p.m. 


Respectfully submitted, 
Puivip J. Lappin, M.v., Secretary 
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NEWPORT COUNTY MEDICAL SOCIETY 

The first meeting of the year of the Newport 
County Medical Society was called to order by the 
President, Dr. Robert Bestoso, at 7:30 p.m. Jan- 
uary 24, 1954, at the Officers’ Club, Naval Train- 
ing Station, with 16 members attending. 

The speaker of the evening was Mr. Paul Toschi, 
of Kidder, Peabody and Co., who discussed two 
interesting financial topics, “Management of Mon- 
ey,” and “Building Up an Estate.” In his talk, 
which was of an informal nature, he stressed five 
different points which he considered would be of 
utmost importance to practicing physicians : 1) The 
necessity of an adequate insurance program. 
2) That stable investments at long term with good 
yield were the best assurance for the future, 
3) That investing in common stock made one a 
part of U.S. industry. 4) That, at the present time 
chemicals and drugs were a good investment for 
the future. 5) Lastly, that stocks at high yield are 
a menace to one’s capital, but that stocks at low 
yield are more stable and give better financial re- 
turns in the end. He also stated that Mutual funds 
were best for physicians. 

Thereupon ensued a lively period of questions 
and answers. 


BUSINESS MEETING: The minutes of the 
last meeting were read and approved. 


NEW BUSINESS: In discussing Dr. Marion 
B. Krims, who is stationed at the Naval Hospital, 
and who desired to practice psychiatry in Newport, 
Dr. Dotterer made a motion that this subject be 
tabled and brought up at a further meeting when 
more members of the County Society were in at- 
tendance. Dr. Fletcher, however, made a motion 
that the County Society write to the Commanding 
Officer and express the need for a psychiatrist in 
Newport, and state also that his practice would not 
be infringing upon the prerogatives of any other 
practicing physician. This was seconded by Dr. 
MacLeod and passed. Dr. Malone made a motion 
that Dr. Krims be invited to the next society meet- 
ing. This addenda was seconded by Dr. MacLeod 
and passed by the number of the society present. 

Dr. MacLeod referred to the innumerable cases 
of communicable diseases present in the commu- 
nity, and expressed his wish that all members of the 
society report such cases that came under their 
jurisdiction to the board of health. 


COMMITTEE REPORTS: Dr. Brownell, 
delegate, discussed the subject of inequitable fees 
rendered attending physicians in Woonsocket by 
the Physicians Service Plan, and wished a discus- 
sion on this subject by the members of the County 
Society. He especially wished their views on ad- 
missions and the ensuing four days’ grace provided 
for by the Physicians Service Plan. 
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A lively discussion ensued. Many members of 
the society were of the opinion that the plan gave 
the impression to the patient that he was given full 
coverage from the first day. Dr. Dotterer made a 
motion that the Physicians Service Plan be in- 
formed that this society went on record as advising 
that the patient be given coverage from the first day 
of admission, and that there be a more equitable 
distribution of funds between surgeons and intern- 
ists. This motion was seconded and passed. 

The meeting adjourned at 10:30 p.m. 


Respectfully submitted, 
Jose M. Ramos, M.D., Secretary 


PROVIDENCE MEDICAL ASSOCIATION 


A meeting of the Providence Medical Associa- 
tion was held at the Medical Library on Monday, 
March 1, 1954. The meeting was called to order by 
the President, Dr. William J. O’Connell, at 8:30 

m. 

Dr. O’Connell extended a welcome to the mem- 
bers of the Rhode Island Bar Association who were 
present by invitation. 


MINUTES OF PREVIOUS MEETING: 
The reading of the minutes of the previous meeting 
was omitted. 


REPORT OF THE SECRETARY : The Sec- 
retary reported that the “March of Medicine” tele- 
vision program would be carried over the local 
station on Thursday, March 11, and members were 
urged to watch this program. 

The Secretary reported that at a recent meeting 
the Executive Committee voted that the Committee 
on Ethics and Deportment be asked to review the 
suggestions incorporated in the presidential address 
of Dr. Alfred L. Potter and report to the Associa- 
tion at a later date. 

The Secretary also reported that the Executive 
Committee recommends for election to membership 
the following : 

As active members: Dr. Cyril J. Bellavance, Dr. 
Charles V. Cox, Dr. George F. Meissner. 

As associate members : Dr. Philip J. Lappin, Dr. 
Gary P. Paparo, Pawtucket ; Dr. Joseph E. Seabra, 
Bristol; Dr. Peter J. DiGiacomo, Kent. 

A motion was made, seconded and passed that 
these members be elected. 


ANNOUNCEMENTS BY THE PRESI- 
DENT : The President announced that the obituary 
committee of Drs. Joseph Smith and Anthony 
Corvese has submitted the Association’s tribute to 
the late Dr. Tancredi Granata. 

He also announced that he was naming as a com- 
mittee to prepare the Association’s tribute to the 
late Dr. |. Frank Ryan, Drs. James H. Fagan and 
Frank McEvoy. 
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PRESENTATION OF RORER COMPANY 
REPRESENTATIVE: Mr. Robert J. Windle, 
local representative for the W. H. Rorer Company, 
was introduced, and he spoke briefly regarding the 
technical exhibit displayed by his company in con- 
nection with the meeting. 


SCIENTIFIC PROGRAM: The President in- 
troduced Dr. Richard Ford, Head of the Depart- 
ment of Legal Medicine, Harvard Medical School ; 
Medical Examiner, Suffolk County, Massachusetts, 
who spoke on “Therapeutic Misadventures.” 

Dr. Ford talked about the important problem of 
medical malpractice. He emphasized the fact that 
no physician is immune to a malpractice action. 

A patient who brings suit against a physician 
attempts to establish the following factors: (1) 
What was the exact duty of a physician in a given 
case? (2) Has there been dereliction of duty? 
(3) What is the direct cause of the damage 
claimed? (4) What is the damage? 

Dr. Ford stated that no physician should be with- 
out malpractice insurance ; that it is unwise for the 
physician to tell any of his patients whether or not 
he has this kind of insurance. 

He stressed in his talk the importance of good 
written medical records. 

Eighty per cent of all malpractice suits are 
started as the result of some incidental insignificant 
remark made by a second doctor treating the same 
patient. 

Damage suits or malpractice action usually result 
from the following therapeutic measures: injec- 
tions, infusions, local anesthesia, general anesthesia, 
surgical procedures, obstetrical cases, errors in oral 
medication, and blood transfusions. 

Dr. Ford’s talk was illustrated by a number of 
striking color lantern slides. 

His paper was discussed by Mr. Archie Smith, 
Assistant Attorney General of Rhode Island and 
Dr. Arthur £. O’Dea, Medical Examiner of Rhode 
Island. 

The meeting was adjourned at 10:30 p.m. 

Attendance was 160. 

Collation was served. 


Respectfully submitted, 
Micwaet M.p., Secretary 
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THE WASHINGTON SCENE 


A summary of News prepared by the Washington Office of the 
American Medical Association 


p.c. — These spring days are 
growing into weeks that really count in Con- 
gress. Unless a bill deals with an emergency, it had 
better be well on its way through committees by 
now or its chances of enactment will fade rapidly 
as summer approaches. 

For good or evil, a large amount of health legis- 
lation is well advanced, and if Congress holds to an 
average pace several bills affecting the medical pro- 
fession are likely to become law in the next month 
or so. Here is the situation in brief : 


MEDICAL DEDUCTIONS. Legislation to 
increase the amount deducted from taxable income 
for medical expenses is a part of the omnibus tax 
revision bill which cleared the House early and by 
a wide margin, but ran into some delay on the Sen- 
ate side. This bill, with the medical deduction 
liberalization intact, should reach the White House 
in plenty of time. 


HILL-BURTON EXPANSION. A move to 
make important changes in this bill developed in the 
Senate Labor and Welfare Committee, after the 
House had passed its version with some amend- 
ments. American Hospital Association proposed 
that the rather complicated House legislation be 
scrapped, and instead that the Hill-Burton Act be 
amended to (a) include rehabilitation centers and 
nursing homes, and (b) place a high priority on 
hospitals for the chronically ill. The AHA idea 
immediately attracted support in and out of the 
committee. The new approach suggested by AHA 
meant inevitable, but probably not fatal, delays. 


REINSURANCE. This proposal, once hailed 
as the keystone of the Eisenhower administration’s 
health program, continued to encounter opposition. 
At one stage, of all the national associations to 
testify on reinsurance only American Hospital As- 
sociation was giving it unqualified support. Amer- 
ican Medical Association, the U.S. Chamber of 
Commerce, and national spokesmen for the insur- 
ance industry took about the same position: 1. Re- 
insurance alone cannot make uninsurable risks in- 
surable. 2. The threat of federal control of medi- 
cine is inherent in any program that would bring 
the federal government in such close contact with 
medical practice. Dr. David B. Allman, represent- 


ing the AMA at the House hearings, emphasized 
that the Association would welcome and cooperate 
in any movement carrying real promise of promot- 
ing voluntary health insurance. 


HEALTH GRANTS. This is an administra- 
tion plan to do away with the present categorical 
grants for identified projects, such as venereal 
disease control, and to substitute funds earmarked 
for three general purposes, (a) to maintain present 
programs, (b) to initiate new programs or to ex- 
pand existing ones, and (c) to finance public or 
private experimental or pilot programs of national 
or regional significance. In both committees the 
question was whether to group the first and second 
type grants together, with the state health author- 
ities deciding how to divide up the federal money 
among old and new projects. Funds for the third 
type grant —experimental— would be completely 
controlled by the surgeon general. One suggestion 
is to require approval of the state health officer for 
any experimental (type three) grant in his state. 
Another is to eliminate the third type grants al- 
together, letting the National Institutes of Health 
handle public health as well as other medical re- 
search grants. 


SOCIAL SECURITY. American Medical 
Association, American Dental Association and a 
number of other national groups are fighting vig- 
orously to prevent compulsory extension of Old 
Age and Survivors Insurance to physicians, den- 
tists and most other self-employed. Instead, they 
want the privilege of deferring income tax pay- 
ments on that part of earnings placed in restricted 
annuities — the Jenkins-Keogh plan. AMA also 
feels that there is no need for the bill’s provision 
that pension rights be frozen during periods when 
the worker has been medically determined to be 
disabled. A better suggestion, the Association 
maintains, is to base pension rates on the ten best 
working years, thus virtually eliminating the need 
for the controversial medical examinations. Pros- 
pects are good that social security will be extended, 
either with or without these changes. 


VOCATIONAL REHABILITATION. Gen- 
erally, Senate witnesses favor the administration s 


proposal to expand the federal-state programs, 
concluded on page 20 
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HERMAN A. WINKLER, M. D. 


Ear, Nose and Throat 
224 Thayer Street, Providence, R. I. 


Hours by appointment Call GAspee 1-4010 


| 


MILTON G. ROSS, M. D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 
210 Angell Street Providence 6, R. I. 
GAspee 1-8671 


NATHANIEL D. ROBINSON, M.D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 


112 Waterman Street Providence 6, R. I. 
TEmple 1-1214 


NEURO—PSYCHIATRY 


DAVID J. FISH, M.D. 
Neuropsychiatry 
335 Thayer Street 
Providence 6, R. I. 
JAckson 1-9012 Hours by appointment 


HUGH E. KIENE, M.D. 
Neuro-Psychiatry 
113 Waterman Street Providence 6, R. I. 
Telephone: Plantations 1-5759 
Hours: By appointment 


NEURO-SURGERY 


DAVID J. LaFIA, M.D. 
187 Waterman Street 
Providence 6, Rhode Island 
Hours By Appointment 


Telephone: DExter 1-3303 


PROCTOLOGY 


THAD A. KROLICKI, M. D. 
Practice limited to Diseases of 
Anus, Rectum and Sigmoid Colon 
Hours by Appointment 
102 Waterman Street Providence, R. I. 


Call JAckson 1-9090 


PSYCHIATRY 
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GERTRUDE L. MULLER, M. D. 
Psychiatry 
193 University Ave., Providence 6, R. I. 
Hours by Appointment Only 


Doctor may be reached after 5 p. m. daily. 
and weekends, at DExter 1-5398 


MEDICAL CARE FOR VETERANS 
concluded from page 274 
tice of medicine, yet on the whole private practice 
of medicine provides as good, if not better care. 


“The open invitation in the past, and even now, 
by the V.A. to veterans to claim that they cannot 
afford private care, is an invitation to self- 
abasement and is also an invitation to dishon- 
esty.” 

And a high-ranking U.S. Public Health Service 
officer, now residing in New England, expressed 
himself as follows: “Medical care for non-service- 
connected disabilities is socialized medicine of a 
kind that the British or Oscar Ewing never 
dreamed of. At least they considered the problem 
in terms of insurance.” 

I also questioned several V.A. physicians. Most 
of them agreed with the views already expressed. 
The V.A. physicians who were in favor of the 
status quo gave the following reasons: (1) Very 
few patients admitted can afford to pay for private 
care. (2) Many physicians are glad to get rid of 
these patients by referring them to V.A. hospitals. 
“Where will physicians otherwise send them?” one 
asked. (3) Should the A.M.A. program be adopted, 
hospitals would not have “residents.” This would 
mean inferior care for service-connected cases. It 
is the non-service cases which, because of their vari- 
ety, attract the residents. 

Should the V.A. program remain unchanged just 
to train more specialists? In Massachusetts we 
already have more specialists than general practi- 
tioners: 38% to 35%. What we need are more 
family doctors, not specialists. Service-connected 
cases can receive better medical care from trained 
physicians than from trainees. With the elimina- 
tion of the non-service cases and the residency pro- 
grams, the V.A. should be able to pay so well as to 
get the most skilled physicians and surgeons and at 
the same time save the taxpayers millions, if not 
billions, of dollars. 

With a veteran population of twenty million, in- 
creasing at the rate of one million a year, it is ob- 
vious that the V.A. program should be promptly 
reviewed. No greater service can be rendered by 
the medical profession and by the New England 
physician in particular than to acquaint the public 
with the nature of the V.A. problem. 
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THE PHYSICIAN IN ATOMIC DEFENSE 
by Thad P. Sears, M.D., F.A.C.P. The Year 
Book Publishers, Inc., Chicago, $6.00 
Dr. Sears has written a very interesting and en- 

lightening book to acquaint the medical profession 

with atomic energy and its uses as a destructive 
force and the use of its by-products for the benefit 
of mankind. 

The author gives a vivid picture of atomic energy 
used for destruction and describes the utilization 
of isotopes by the medical profession for the pur- 
pose of understanding the patient’s physiology and 
the treatment of disease. He has gone into consid- 
erable detail with the history and development of 
nuclear physics. It is written in clear and under- 
standable language. The book is well worth while 
in showing the physician how atomic research will 
aid him in his practice. 

Civilian Defense organizations are changing so 
rapidly that the last one hundred pages will prob- 
ably be obsolete within a few years. I can recom- 
mend this book as a basic reading for those who 
want a better understanding of the uses of fission- 
able materials in medicine. This science is chang- 
ing so fast, however, that one will have to continue 
to read in order to keep up-to-date. 

J. Merritt Gipson, M.D. 


MAY’S MANUAL OF DISEASES OF THE 
EYE, Edited by Charles A. Perera. 21st ed. 
The Williams & Wilkins Co., Balt., 1953. $6.00 
In his preface to the First Edition in 1900, Dr. 

May wrote that he was presenting “this concise, 
practical, and systematic Manual of the Diseases of 
the Eye, intended for the student and general prac- 
titioner of medicine.” It has become the best sell- 
ing medical book of all times, translated into nine 
foreign languages. 

Dr. Perera has continued to maintain the original 
purpose of the manual. This twenty-first edition 
has been brought up-to-date with an economy of 
words which still keeps the text under 500 pages, 
even with the addition of twenty-five new color 
plates. 

A valuable appendix dealing with the ocular re- 
quirements of the armed services and civil air reg- 


ulations has been brought up-to-date. This manual 
is a must for the reference library of every practic- 
ing physician. 

Lee G. SANNELLA, M.D. 


PEPTIC ULCER: Clinical Aspects, Diagnosis, 
and Management, Edited by David J. Sandweiss, 
M.D. W. B. Saunders Co., Philadelphia, 1951. 
$15.00 


If one would know one disease well, and that one 
presenting the most important problems in gastro- 
enterology, here is the book. Written under the 
auspices of the American Gastroenterological As- 
sociation, seventy-seven outstanding authorities 
give today’s best knowledge of peptic ulcer, its 
diagnosis and therapy in a readable and practical 
volume of 780 pages with 164 illustrations. 

Symptoms, physical diagnosis, laboratory, x-ray 
and gastroscopic evidence are all in proper focus; 
as are diets, drugs, psychotherapy, and surgery. 
Adequate headings and 93 pages of index enable 
the physician to concentrate his reading as he 
wishes. The American Gastroenterological Asso- 
ciation has rendered a distinguished service to 
medicine with this authoritative masterpiece. 


L. LEET, M.D. 


REVIEW OF PHYSIOLOGICAL CHEMIS- 
TRY. Harold A. Harper. University Medical 
Publishers, Los Altos, California. Fourth Edi- 
tion, 1953. $4.00 


This book is designed as a review aid in physio- 
logical chemistry for medical students, physicians 
preparing for board examinations or other individ- 
uals who have completed a formal course of study. 
Basic facts and generally accepted concepts are 
presented in concise fashion supplemented with 
illustrations, charts and tables. Although not suit- 
able for a basic text, perusal of its contents will 
bring the reader up to date on the essentials of the 
subject and also point out areas in which further 
study may be indicated. 

Only two years have elapsed since the third edi- 


tion of this book appeared. One new chapter has 
concluded on page 290 
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We offer a complete surgical appliance fitting 
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concluded from page 288 
been included on the metabolism of nucleic acids. 
Research in physiological chemistry at present is 
so active that the present edition is fully justified. 


WENDELL T. CARAWAY, PH.D. 


DOCTOR AT SEA by Richard Gordon, Har- 
court, Brace and Company. N.Y., 1st Amer. ed., 
1954. $3.00 


Advised by a psychiatrist that a sea voyage might 
cure his headaches, and anxious to escape a mar- 
riage into which he is being pushed, Richard Gor- 
don signed on as surgeon on the good ship S.S. 
Lotus which was carrying cargo from Liverpool 
to Rio. 

“She isn’t a big ship, nor a fast ship exactly. But 
she’s a very nice ship,” the agent said. The first 
two statements were accurate; the third might be 
questioned, for the Lotus was a dowdy, tired old 
lady with creaking joints and “nice” was not the 
word for most of the members of her crew. They 
were a strange lot, from dyspeptic, despotic Cap- 
tain Hogg to the lowliest deckhand, but they made 
life interesting for the author as they shared ad- 
ventures at sea and faced the even greater perils 
of shore leave. 

He managed to read but one page of his three- 
volume edition of War AND PEACE, he lost his pen 
and his watch in Buenos Aires, barely escaped a 
beating by an irate parent in that same city and his 
professional dignity was shattered even before the 
Lotus left the docks, but he found his hectic voyage 
worthwhile. “Three months at sea had taught me 
more than six years in a medical school. I had 
learned to give and take toleration, to grapple with 
grotesque predicaments, to appreciate there is some 
goodness behind everybody, that life isn’t really so 
serious, and that doctors aren’t such bloody impor- 
tant people after all.” 

Doctor at Sea is a very funny book, thanks to 
Mr. Gordon’s skill in highlighting the ridiculous. 
His frequent use of dialogue gives a clearer picture 
of the characters than any number of paragraphs 
of description could do. The person in search of 
light reading that is well written may find a voyage 
with the zany crew of the S.S. Lotus worth his 
while. 


HeLen DeJonc 


THORACIC SURGERY by Richard H. Sweet, 
M.D., Second Edition, W. B. Saunders Com- 
pany, Philadelphia, 1954. $10.00 
The First Edition of this book was highly com- 

mended in a review in this Journal in August, 1951. 

At that time, Dr. James Murray Beardsley stated : 
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“Although textbooks of surgery tend to be out- 
dated shortly after they have left the press, this 
book by Dr. Sweet is a valuable edition to every 
surgeon’s library.” The virtue of this statement is 
proved by the fact that almost nothing from the 
First Edition has been left out of the Second. The 
sections on fundamentals of anatomy and operative 
techniques, as well as those on surgery of all organs 
except the heart and great vessels, are essentially 
unchanged. The new edition contains concise state- 
ments on valvulotomy for mitral stenosis, as well 
as other new procedures, including those not fully 
established, but being used experimentally. The 
great strides taken in this field in a short time are 
appreciated when one realizes that mitral valvu- 
lotomy and valvulotomy for pulmonic stenosis were 
not listed as proven procedures as recently as the 
1950 edition. 

I feel that this book is of value to all general 
surgeons. Dr. Sweet has long been known as a 
sound surgeon, and a knowledge of his experiences 
and techniques is of importance to all in operating 
on the esophagus, heart, lungs, and great vessels, 
and those doing trans-thoracic abdominal pro- 
cedures. 

The new edition has essentially the same form as 
the last, although the print is larger. There are 
diagrams to illustrate the newer procedures. 


' THOMAS PERRY, JR., M.D. 


ANNUAL DINNER of the 


PROVIDENCE MEDICAL 
ASSOCIATION 


Wednesday, June 2, 1954 


THE WASHINGTON SCENE 
concluded from page 284 
providing U.S. grants aren’t cut. However, with 
no House bill introduced as of this writing, there is 
some doubt that, even if the Senate clears the meas- 
ure, the House can find time to deal with it. 


DOCTOR DRAFT AMENDMENT. This 
bill, an outgrowth of the Peress case, swept through 
the Senate without objection. It may be law by the 
time this is published. It would amend the Doctor 
Draft act to permit the services to keep on duty as 
an enlisted man, assigned to professional tasks, 
anyone called under the Doctor Draft act whose 
loyalty is questioned. Defense Department has 
promised to investigate such cases immediately, so 
that the man can be cleared promptly and offered a 
commission or discharged. The discharge would 
state that action was taken on loyalty grounds. 
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